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Since Hippocratic times, trust has been considered a fundamental aspect of the 
physician-patient relationship. During recent years, the trust between doctor and patient 
has deteriorated. Many factors have contributed to this development, including the 
cultural environment, technology, and changes in health care delivery. One might also 
say that despite the importance of the notion of trust to medicine, the actual meaning and 
limits of trust are poorly defined. Because of these factors, one writer has claimed that in 
today’s world, trust between physician and patient is an “incoherent” concept. 
To explore the applicability of trust to the physician-patient relationship, this 
thesis will examine the notion of trust generally, considering the many ways and levels in 
which trust functions in our everyday lives. Through this analysis, certain principles and 
aspects of trust will emerge that will help to clarify the concept. Also, factors that allow 
trust to flourish will be explored. A case study will be used to show how the refined 
concept of trust functions in the physician-patient relationship. 
Instead of holding onto a romanticized and imprecise notion of trust or dismissing 
the concept as incoherent, this thesis will show that trust is a crucial and irreducible 
aspect of the physician-patient relationship. In order for it to function maximally in 
today’s medical world, a clearer and more realistic notion of trust should be embraced. 




The questions addressed in this thesis arose during conversations with James 
Nelson at the Hastings Center from 1990-2. When talking about communication between 
physician and patient, the notion of trust came up again and again. We realized that 
despite the alleged importance of the concept historically in the history of medicine and 
bioethics, trust was actually a rather ambiguous and poorly defined topic. This thesis is 
an attempt to begin to clarify trust in the physician-patient relationship. 
During the three years since I started this investigation, many people have been 
extremely helpful and supportive. I cannot possiblly name all of the faculty, students, and 
residency interviewers who contributed their opinions and experiences. I thank the Office 
of Student Research, which provided summer funding to support this effort. James and 
Hilde Nelson, as always, were wonderful listeners, readers, and editors, lending a 
conceptual clarity to which I can only aspire. Margaret Farley also lent me her ear and 
sent me looking toward useful sources. Discussions with Sara Swenson added many 
useful perspectives and ideas. She was a wonderful big sister at Yale Med, answering so 
many questions over the years. Sara also was a guide and compatriot for addressing 
philosophical issues in the sometimes vaguely ethical world of medicine. 
Marna Howarth and Jenn Stuber of the Hastings Center were, as always, 
invaluable for their timely research support and friendship. Even from the distance of 
Buffalo, New York, Richard Hull has provided amazing encouragement and opportunity 
for me to complete and share this work. 
Nancy Angoff took time to read, critique, and help this thesis through its final 
phase. Through our many discussions, I have learned much from her about trust in the 
physician-patient relationship. 
I am especially indebted to my advisor Robert J. Levine. Since day one of this 
project, he has listened, suggested, debated, corrected, edited, and guided this endeavor 
with wonderful enthusiasm. His commitment in terms of time and effort was remarkable 
and very much appreciated. I know that a project of this type would not have had the 
same level of support at other medical schools, and Bob's encouragement helped to make 
this thesis not only possible but productive here at Yale. 
I must, of course thank my parents, family, and friends, with whom I shared the 
joys and toils of the work. And to Howard, for carrying the computer on your shoulder 
with us back and forth to New York, New Haven, and Chicago, and for being there for 
me during this entire process. He has such a wonderful and insightful way of pointing out 
ethical inconsistency and keeping me on track. Thank you, thank you, thank you. 
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Chapter One: Reconsidering Trust 
"It is every bit as urgent to preserve the minimum of trust that is 
the prime constituent of the social atmosphere in which all human 
interaction takes place. To be sure, a measure of caution and distrust is 
indispensable to most human interaction. Pure trust is no more conducive 
to survival in the social environment than is pure oxygen in the earth's 
atmosphere. But too high a level of distrust stifles efforts at cooperation as 
much as severe pollution impairs health."1 
As Jay Katz notes in The Silent World of Doctor and Patient, at least since 
Hippocratic days, physicians have asked patients to trust them without question.2 For an 
appropriate medical encounter, the physician demanded that the patient yield to the 
physician's authority and competence. The patient was expected to trust that the 
physician was working with the patient's best interests at heart. 
A careful perusal of American history would show that the level of trust in the 
physician-patient relationship has fluctuated substantially through time. Such an 
examination is not the purpose of this thesis. Acknowledging the limitations in current 
conceptions of trust, this thesis will attempt to redefine an appropriate vision of trust in 
the physician-patient relationship for the end of the twentieth century. Such sources as 
Paul Starr can explain how the medical profession established a high level of authority 
and trustworthiness around the end of the nineteenth century. The medical profession 
rose from mediocrity to superiority over other healers. Advances in science and 
monopolistic practices by the medical profession contributed to the esteemed position of 
physicians. These factors combined with deference to authority by lay persons and 
institutionalized forms of dependence (including urban life and industrial capitalism) to 
provide the high societal position that the medical profession enjoyed by the twentieth 
1 Sissela Bok, "Can Lawyers Be Trusted?" University of Pennsylvania Law Review, 138, 1990, p. 920. 
2Jay Katz, The Silent World of Doctor and Patient. 1984, p. xi. 

5 
century.3 The public accepted medicine, on the whole, as a higher calling. In this way, 
medicine distinguished itself from other professions. The profession had a major claim of 
trustworthiness because it consisted of committed and dedicated physicians joined in a 
professional organization. The goals of the profession included curing the sickness of 
patients, protecting the health of the public, and researching the mechanisms and 
treatments of disease. 
By the middle part of the twentieth century, medicine was enjoying its golden age, 
in which the healers gained more control of polio and bacterial infections thanks to the 
new discoveries of vaccines and antibiotics. The Federal government created the 
National Institutes of Health, solidifying medical research as a major recipient of 
financial and social support, entrusting the profession with much money and power to 
continue its work.4 
Despite the earlier position of the profession vis-a-vis public trust, today trust 
between the profession and patients is extremely low. A Harris survey noted that from 
1966 to 1993 the percentage of people saying that they had great confidence in the 
medical profession dropped from 73% to as low as 22%.5 A separate poll, however, 
discovered that although trust in the profession may be low, many patients continue to 
3Paul Starr, The Social Transformation of American Medicine, 1982, pp. 140-44. Starr provides a 
comprehensive survey of nineteenth century American medicine with its lack of authority. Due to a lack of 
scientific approach to healing, physicians were less able than they are today to affect health outcomes. 
Physicians still worked toward the patient's best interests, but they were less capable of actually having a 
positive impact therapeutically, but judgment and personal interaction were crucial factors in the good 
outcomes that were attained. Because of the limitation of medicine, the profession was challenged by 
homeopathy, Thomsonian theories, and other lay healers. It was only when scientific rationalism, 
professional organization, and cultural attitudes toward dependence upon institutions and authority shifted 
that the medical profession ascended in status and authority. 
4Ibid.. p. 344-5. 
5This lack of confidence must be considered within the context of a general lack of trust in American 
institutions. Seymour Martin Lipset and William Schneider, The Confidence Gap: Business. Labor, and 
Government in the Public Mind. Chapter 2, 1983. Also H. Taylor, "Confidence in military leadership 
climbs to highest point in 27 years: confidence in medical leadership falls again," The Harris Poll. No. 11, 
March 1, 1993. 
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have faith in their individual physicians. Such a trend mimics other institutions, as 
exhibited by a general distrust of Congress but confidence in one's own representative.6 
Despite professional advances in scientific, educational, and professional 
authority, medicine has suffered a fall from grace.7 In the current health care milieu, 
many powerful forces have an impact on any physician-patient relationship and the trust 
between the individuals involved. Three forces seem predominant. 
The first change involves the general cultural atmosphere. Today, there is a 
broader appreciation of ethnic and cultural complexity and the problems inherent in trying 
to come to a moral consensus in such a polyglot society. Especially since the 1960's, 
individual rights have taken a strong position against communal values, against 
government, and against other forms of authority. The assertion of civil rights has led to 
an overall concern for self-determination for every citizen. There is also a greater 
expectation of public participation in decisions that affect the general welfare, in contrast 
to earlier acceptance of government paternalism. Today's citizen has grown up knowing 
about the lies of Vietnam and the spectacle of Watergate. The new democratic ideal has 
challenged the claims of any group, professional or otherwise, to special privileges.8 The 
power of the media has made the public more aware of abuses against human research 
subjects and of many other mistakes by physicians that have led to legal action.9 Because 
6One poll found that three-fourths of people surveyed disapproved of the job Congress was doing, while 
only 33% disapproved of their own representatives, a number that has been rising in recent years. 
Katharine Q. Seelye, "The 1994 Campaign: The Overview; Voters Disgusted with Politicians as Election 
Nears," New York Times. November 3, 1994, p. Al. Another poll showed that nearly 70% of Americans 
do not trust their government. Tom Bloomquist, "Is Politics as Broken as Bradley Says? Conservative Party 
Offers Choice, Seeks Official Recognition," Asbury Park Press, September 13, 1995, p. A13. 
7Mark Siegler, "Falling Off the Pedestal: What Is Happening to the Traditional Doctor-Patient 
Relationship?" Mayo Clinic Proceedings, 68, 1993, pp. 461-67. 
8Edmund D. Pellegrino and David C. Thomasma, A Philosophical Basis of Medical Practice: Toward a 
Philosophy and Ethic of the Healing Professions, 1981, p. 159. 
9Lawrence K. Altman, "Medical Errors Bring Calls For Change," New York Times, July 18, 1995, p. Cl. 
Also David C. Thomasma, "Beyond Medical Paternalism and Patient Autonomy: A Model of Physician 
Conscience for the Physician-Patient Relationship," Annals of Internal Medicine, 98, 1983, p. 245. 
' 
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of these occurrences, the medical profession is suspect because it is a powerful authority, 
similar to the government or other organizations that threaten the freedom and well-being 
of individuals. 
In the wake of the powerful ascendance of self-determination as a modern moral 
value, the modern field of bioethics has become prominent in American academia with 
centers in many university medical centers. Federal legislation accompanied the changes. 
New law arose regarding human subjects research and institutional review boards.10 A 
major lynchpin of the modern concepts of bioethics is autonomy, which weighs against 
physician ideals like beneficence. At its worst, beneficence manifests itself as frank 
paternalism.11 Although autonomy is a relatively old concept, with roots in Immanual 
Kant12 and John Stuart Mill13, it is a relatively new concept to medicine that has radically 
altered the terrain of the physician-patient relationship. Autonomy entered the bioethics 
picture alongside an increasing sensitivity to individual rights that occurred more 
generally in American society in the 1960's. The notion of autonomy has forced the 
doctor to attend to considerations that he had ignored and neglected for too long. At 
times, autonomy can be extremely difficult to weigh against traditional notions of 
patient's best interest as the physician's top priority. Because the patient's best interest 
traditionally has been the central ethical focus of the physician, one might argue that 
autonomy is a threat to the traditional physician-patient relationship on a fundamental 
level. With the arrival of autonomy, the power balance between the physician and patient 
10Department of Health and Human Services Rules and Regulations 45 CFR 46, Revised as of March 1983; 
Food and Drug Administration Rules and Regulations, Part 56, Federal Register, Vol. 46, no. 17, Tuesday, 
January 27, 1981 both cited in Robert J. Levine, Ethics and Regulation of Clinical Research, 2d. ed., 1988, 
pp. 393,413. 
1 'Tom L. Beauchamp and James F. Childress, Principles of Biomedical Ethics, 4th ed., 1994. 
12Kant 
13John Stuart Mill, On Liberty, 

has shifted tremendously. In the face of this huge change, trust is more difficult to 
define. Larry Churchill believes that autonomy is sometimes inadequately used as a 
substitute for trust. He writes that the desire for advance directives, for example, arise not 
from a desire for autonomy, but from fear. He writes that autonomy emphasizes a 
procedural process for ethics without any vision of what good ought to be sought in using 
the process. "My point is that autonomy that is not grounded in trust is a frail reed. 
Social and interpersonal networks of unspoken confidence undergird all efforts at 
autonomy."14 However, because the physician and patient have not renegotiated an 
appropriate level of trust, trust has only suffered in this new context. 
The second major factor affecting the physician-patient relationship is the 
immense rise of technology during the twentieth century. From the first time that 
Laennac placed a stethoscope on a patient,15 a new distance has evolved between patient 
and physician. In the past, the patient's story was the major means for a physician to 
understand the patient's condition, with substantial contribution from the physical exam. 
Today, a variety of laboratory tests and diagnostic equipment, ranging from urinalysis to 
exorbitant SPECT scans, has diminished the role of the patient and her subjective 
experience in her own diagnosis and prognosis. Technology has altered the power 
balance between the physician and the patient in their relationship. 
Through new developments, such as oral contraceptives, genetic techniques, and 
intensive care units, physicians have gained the power to affect birth, life, and death in 
ways that were previously not imagined. When combined with the public understanding 
of the full destructive power of science and technology as witnessed by the use of the 
atomic bomb in World War II, the technological medical world is a frightening place. In 
I4Larry R. Churchill, "Trust, Autonomy, and Advance Directives," Journal of Religion and Health, 28, 
1989, p. 182. 
I5Starr, p. 55. In 1816, Laennac introduced the first crude stethoscope. 
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this world, physicians have special knowledge and power that enable them to use 
machines that can help, but can harm as well.16 In the case of Hiroshima, an authority 
used technology for great destruction without public discussion or permission. Although 
many believe that the technology was used appropriately in the context of war, guided by 
this memory, the public may be suspicious of physicians as persons who often wield great 
technological power and skill. Today's patient also knows about the roles of physicians in 
Nazi Germany, in U.S. government experimentation on radiation involving unknowing 
subjects, and the horrors of the Tuskegee syphilis study.17 The physician can use her 
increasing power to effect a change in the welfare of the patient or the public. 
Alternatively, the powerful physician might abuse her patients if she fails to maintain 
their best interest as the prime motivation for the use of these techniques. Without such 
guarantees, technology may wedge between the physician and patient as a challenge to 
trust. 
Along with the technological boom, the rate of development of new scientific 
knowledge has also been incredible during the past century. In past centuries, physicians 
often had a knowledge base above and beyond that of lay persons that allowed the claim 
for professional authority. However, the formalization of teaching in medical schools in 
the early twentieth century allowed for a standardized dissemination of information. 
Advance in genetics and molecular understandings of disease has revolutionized the 
information dissemination. In this way, the knowledge gap between physician and patient 
has grown. 
At the same time, the media have created a portion of the public that is extremely 
well informed about health and disease. The public has a general interest and can obtain 
much information through many sources. Combined with the recent development of the 
16Pellegrino and Thomasma, p. 159. 
,7Isabel Wilkerson, "Medical Experiment Still Haunts Blacks," New York Times, June 3, 1991, p. A12. 
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notion of patient autonomy, the more informed medical consumer is better able to 
challenge and question even the most esoteric physicians. Some patients have an 
increased demand to participate in the diagnostic and therapeutic decisions of the 
physician and control their care. The higher level of knowledge possessed by both 
practitioner and patient has also sharpened the limits of the knowledge involved in any 
medical decision. 
Despite this development, the perception of the limits of knowledge is sometimes 
confused by the media. Newspapers and television have taught patients that medicine is 
full of breakthroughs and miracles, including drugs to stops AIDS, transplantable organs, 
and the wonders of gene therapy. Sunday Night Movie portrayals of the separation of 
Siamese twins contribute to an increased expectation of the power of medicine. The 
media has contributed to placing physicians upon a pedestal.18 Simultaneously, however, 
newspapers often are quite effective at reporting the faults of physicians as well. Such 
mistakes as the surgery on the wrong side of the brain at Memorial Sloan-Kettering and 
the death at Dana-Farber Cancer Institute due to dosing errors were well publicized this 
year.19 Each patient must sift through the barrage of media input and create their own 
realistic expectations of medicine's great scientific power and knowledge. Each patient 
and physician must grapple with the power balance within each relationship, taking into 
consideration the respective knowledge bases and desires for control. The level in which 
such balancing must occur is beyond what previous medical relationships had to face. 
The third major factor affecting trust between physician and patient is the 
revolutionary change in health care delivery. Previous arrangements depended upon the 
patient to pay the physician directly for the medical service rendered, so-called fee for 
18Joseph P. Lyons, "The American Medical Doctor in the Current Milieu: A Matter of Trust," Perspectives 
in Biology and Medicine. 37, 1994, p. 447. 
19Altman, p. Cl. 
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service. When insurance companies and the government (through Medicare and 
Medicaid in the 1960's20) began to get involved, the patient no longer paid money directly 
to the physician. Instead, the third party payor reimbursed the physician for services. 
Because patients and physicians knew that the payor would likely cover the cost of care 
regardless of price, the patient sought care whenever she thought necessary. The 
physician provided care at a cost that accelerated without check for decades because the 
patient was not responsible for or aware of the cost. Reimbursement was retrospective 
and usually quite generous.21 These factors combined with the biologic and technologic 
revolution, contributing to the high cost of health care, which is now close to 13% of the 
gross national product.22 
As a check on the growth of the cost of health care, new structures developed, 
including managed care and health maintenance organizations. Like the Government and 
insurance companies, such entities have inserted themselves into the traditional 
physician-patient dyad and affected decision making freedom for both doctor and patient. 
Furthermore, the structures of particular HMOs are requiring that additional fiduciary 
responsibility be placed in the hands of the doctor, sometimes in conflict with the 
fiduciary responsibility to the patient. "As an agent who supports the profitability of the 
HMO, the physician must weigh each decision to incur cost to benefit an individual 
patient against the economic cost to the HMO of the resources involved in the patient's 
diagnosis and treatment."23 New concerns over costs are forcing physicians to weigh 
other factors besides the patient's best interests into their medical decision making. 
20Starr, p. 369. 
21E. Haavi Morreim, "Gaming the System: Dodging the Rules, Ruling the Dodgers," Archives of Internal 
Medicine, 151, 1991, p. 444. 
22John K. Iglehart, "The American Health Care System: Introduction," New England Journal of Medicine, 
308, 1992, pp. 962-67, quoted in Siegler, "Pedestal," p. 464. 
23Lyons p. 446. 
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Recent studies have demonstrated that the managed care structures are effective at 
decreasing utilization and cost. However, HMOs often achieve this goal by inserting 
unacceptable conflicts of interest into the physician-patient relationship. Such conflicts 
may threaten appropriate care on an individual basis by distorting clinical judgment.24 
Increasingly, the medical profession is "no longer deemed worthy of the high level of 
trust of decades ago. Increasingly, the actions of doctors and those who interact with 
them show that medical practice is perceived by many as a profit-seeking enterprise."25 
Given these three major assaults on trust, including the cultural environment, 
technology, and changes in health care delivery, a reconsideration of how trust functions 
within the physician-patient relationship is necessary. Robert Veatch has suggested that 
trust is an outdated and inappropriate concept for today's physician-patient relationship.26 
In defining trust for the relationship, there are three choices. First, the profession can 
hold on to a robust and firm notion of trust between physician and patient like the one 
that has supposedly been the bedrock of the relationship since the days of the Greeks. 
Secondly, the relationship can be reconfigured without trust, tossing it away as an idea 
that is "incoherent" in today's complex medical environment, as Veatch suggests. 
Finally, one might develop a modified and more realistic vision of trust that is useful and 
acceptable for the modern medical encounter. 
One might think that the expectations regarding trust between physician and 
patient have deep and clear historical roots that can continue to guide behavior today. A 
minor task of this thesis is to show that history does not provide a clear concept of the 
24Steffie Woolhandler and David U. Himmelstein, "Extreme Risk--The New Corporate Proposition for 
Physicians," New England Journal of Medicine. 333, 1995, pp. 1706-08. 
25Lyons, p. 446. 
26Robert M. Veatch, "Is Trust of Professionals a Coherent Concept?", in Ethics. Trust, and the Professions: 




trusting medical relationship. When so many powerful peripheral factors challenge an 
already ambiguous concept, it is no wonder that the concept is increasingly murky. The 
goods of trust are harder to maintain in such a morass. 
In order to explore these questions, this thesis will examine the theoretical 
consideration involved in trust from an historical, philosophical, sociological, and 
psychological perspective. Chapter 2 will provide a brief overview of historical cites 
regarding the physician-patient relationship. This glance will enable the reader to begin 
to understand the historical underpinnings of the notion of trust and dissect which ones 
are applicable to today's medical realm, if any. 
In chapter 3, the thesis begins the theoretical exploration of trust as a general 
concept, not limited to the physician-patient relationship. By examining how trust 
functions in every day life, a clearer notion of principles and components of trust may be 
gleaned. Chapter 4 outlines the many levels in which trust functions in every day life, 
from the interpersonal to the systemic. Any trusting relationship affects and is affected by 
the multiple layers and webs of trust. Chapter 5 examines theoretical discussions 
regarding the benefits involved in trust. By looking at why humans trust, one can better 
understand why or why not one might trust within the medical context. Chapter 6 
explores psychological studies about ways to improve the environment of trust. 
In chapter 7, the previous four theoretical chapters are anchored in a concrete case 
study involving a contemporary medical scenario. The analysis will build upon the 
refined understanding of the concept of trust, including its limits and advantages. The 
case study will comprehensively explore trust between a physician, patient, and system. A 
more sophisticated understanding of the what, who, why, and how of trust will inform 
current understanding of the physician-patient relationship. Chapter 8 will present the 
conclusions and recommendations of the thesis. It is hoped that the previous seven 
chapters will allow a conclusion about what kind of trust is appropriate within the late 
twentieth century physician-patient relationship. Will the challenges to trust overcome its 
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usefulness within the relationship? Will a robust notion of trust be reaffirmed, salvaged, 
and applied? Or will the notion of trust be overhauled and refined? Veatch's challenge to 
the notion of trust will motivate a search for a clearer meaning of the concept. If Veatch's 
definition of trust is accepted as correct, then his interpretation of the appropriateness of 
trust of the physician-patient relationship is accurate. However, his definition of trust 
may be too limited. Through a deeper understanding of expectations, limitations, levels, 
and enablers involved in trust, a new concept of trust within the physician-patient 
relationship may emerge, one that is useful, appropriate, and essential for carrying 
medicine into the next century. 
First, a caveat. One might argue that the thesis focuses too heavily on the 
physician-patient dyad. The structures and providers of medical care are increasing in 
complexity. The interactions of patients with the health care system are less frequently 
with physicians. Because of the spread of skilled health care providers into so many 
realms, one might think that the importance of the physician-patient relationship is 
shrinking. Even if that is true, in this thesis, the physician-patient relationship will be the 
focus of the discussion because of the historical and current centrality of the dyad as the 
basis for the rest of the health care team. However, one of the purposes of this paper is to 
improve theoretical understanding of the notion of trust in all relationships and systems. 
Thus, most of the concepts and conclusions can be applied to other health care 
relationships. The focus on the physician-patient dyad is, therefore, also a matter of 
simplifying the discussion, allowing the author to speak in terms of doctor and patient 
instead of repeatedly elaborating upon the type of relationship in question. 

Chapter 2: Historical Review of Codes as Explications of Trust in the Physician- 
Patient Relationship: Code within the Context of the Time 
15 
When medical students enter Yale University School of Medicine, the Dean of the 
School at the White Coat Ceremony tells them of the experience and power that the coat 
entails. "It is exhilarating to walk into a patient's room and be called Doctor because you 
are wearing a white coat, but it is also an awesome responsibility which you will bear for 
the rest of your life. Because you wear that white coat, patients will tell you things 
unknown to their parents, their spouses... they will do this because they trust you or, more 
precisely, because they trust the white coat.''11 (Italics added for emphasis by author) 
Besides thoroughness, compassion, and self-discipline, teachers share very few specifics 
with students at times like this regarding exactly which of their actions will cause them to 
merit trust and which may threaten it. Little concrete information exists for curious 
students regarding what it is that their patients will trust them to do or be as physicians. 
Furthermore, there is little information addressing whether and of what young physicians 
can trust in their patients. 
Although the concept may appear amorphous to neophyte eyes, the term "trust" 
has been used throughout Western medical history to apply to a profoundly fundamental 
and important aspect of the physician-patient relationship. A glance at a sample of 
historical medical texts will elucidate crucial specifics regarding just what trust between 
physician and patient should involve. An exhaustive historical analysis is beyond the 
scope of this thesis. However, this chapter provides a brief overview of selected texts. 
The overview will demonstrate the difficulty in finding a clear vision of the components 
and character of trust in the physician-patient relationship. 
27Gerard N. Burrow, "White Coat Ceremony: Remarks," September, 1995. 
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In formulating the historical approach, two taxonomies of trust in the physician 
patient relationship will be useful. In the first, Stanley Joel Reiser focuses on self¬ 
regulation, attention to patient's best interests, confidentiality, and nonmaleficence. In the 
second, Ezekiel J. Emanuel and Nancy Neveloff Dubler describe six components of the 
ideal physician-patient relationship. They believe that trust is the "culmination of 
realizing" six elements that contribute to the relationship, not a separate element.28 These 
components are choice, competence, communication, compassion, continuity, and (no) 
conflict of interest. An interesting oversight in their analysis is confidentiality as an 
element of an ideal physician-patient relationship. Entire texts focus on these topics, but a 
brief overview of their course through history will be instructive in the context of trust in 
the physician-patient relationship. 
The analysis here will combine the taxonomies of Emanuel, Dubler, and Reiser to 
focus on best interests, nonmaleficence, competence, confidentiality, self-regulation, and 
communication. In order to explore these contributors to trust, this thesis will discuss 
each one specifically and follow it through time, focusing on its consistency or disparity. 
Many of the facets of Emanuel and Dubler's taxonomy will fold into the discussion of 
other aspects. For example, lack of conflict of interest and compassion contribute to the 
centrality of the patient's best interests. Minimizing conflict of interest also factors into 
self-regulation because the profession often takes it upon itself to minimize opportunities 
for conflict of interest. This chapter will not address choice and continuity because while 
they have great cogency in the late twentieth century, these factors lack the historical 
weight of the other elements of trust; they are discussed in other chapters. 
28Ezekiel J. Emanuel and Nancy Neveloff Dubler, "Preserving the Physican-Patient Relationship in the Era 
of Managed Care," JAMA, 273, 1995, p. 324. 
9| ■ 4 
17 
Best Interests 
At the heart of the medical encounter lies a fundamental trust that the physician 
acts according to the patient's best interests.29 In the Hippocratic Oath, a physician 
pledges to "use treatment to help the sick according to my ability and judgment."30 This 
concern is central to everything that the physician does for the patient. It is a bedrock of 
the trust that the patient has in the physician. If this perception is weakened, then trust 
will suffer. The Hippocratic writers well understood the importance of being sensitive 
regarding payments for services so as to not destroy the image that the patient's best 
interest is of primary focus. From Precepts, "Do not discuss fees at the onset, the patient 
will feel that you will go away if no agreement is reached or that you will neglect him and 
not prescribe immediate treatment...Take money from those that you save rather than 
extorting from those at death's door." The Precepts also urge physicians to sometimes 
"give services for nothing, calling to mind previous benefaction or present 
satisfaction...for where there is love of man, there is love of the art.”31 A later physician, 
Samuel Bard, also emphasized the central focus of the patient. He wrote in 1769 that a 
doctor should use his "virtues to protect against self-interest. Your patient is the Object 
of the tenderest of affection."32 
Thomas Percival, a Scottish physician who had a major influence on the American 
Medical Association when it established its ethical foundations, also elaborated on the 
29Stanley Joel Reiser, "Medical Ethics Reflected in Codes of Ethics: The Hippocratic Oath and the 1980 
AMA Code Compared,"Texas Medicine. 87, 1991, p. 78. 
30"Oath," Selections from the Hippocratic Corpus, In Stanley Joel Reiser, Arthur J. Dyck, and William J. 
Curran, eds., Ethics in Medicine: Historical Perspectives and Contemporary Concerns,The MIT Press, 
Cambridge, Massachusetts, and London, England, 1977, p. 5. 
31"Precepts," Selections from the Hippocratic Corpus, in Reiser, Dyck, and Curran, p. 5. 
32Samuel Bard, From A Discourse upon the Duties of a Physician, Reprinted from Samuel Bard, A 
Discourse upon the Duties of a Physician. 1769, in Reiser, Dyck, and Curran, p. 17. 
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centrality of the patient's best interests in the physician's efforts. "The physician should 
be the minister of hope and comfort of the sick." He urged physicians to appropriately 
attend to their patients, even at the end of the patient's lives when such tasks are more 
difficult. Such loyalty was due to the patients and would convey the patients' centrality as 
the doctors' focus. To young physicians, he wrote, "Wealth, rank, and independence, with 
all the benefits resulting from them...are interesting, wise, and laudable, but knowledge, 
benevolence, and active virtue, the means to be adopted in their acquisition, are of still 
higher estimation."33 
When considering the Code of the American Medical Association, one sees 
quickly that the same principles regarding best interests are as important in the late 
twentieth century as they were in the days of the Greeks. The opening declaration states 
that the "medical profession has long subscribed to a body of ethical statements 
developed primarily for the benefit of the patient."34 This statement focuses the primary 
goal of the medical encounter as one of working toward the patient's best interest and 
"thereby to become worthy of gaining the trust so essential to the conduct of a medical 
relationship."35 One substantial development in later AMA codes was the 
acknowledgment of a responsibility that extends to the individual and to society with the 
purpose of improving health and well-being of individuals and the community.36 
When considering the notion of best interests in the context of today's medical 
environment, one may wonder whether this beneficent idea may have once meant 
something other than it means today. The notion of best interests has changed through 
33Thomas Percival, "Of Professional Conduct," Reprinted from Medical Ethics. 3rd Ed. In Reiser, Dyck, 
and Curran, p. 23. 
34American Medical Association, "Principles of Medical Ethics," Code of Medical Ethics: Current Opinion 
and Annotations. 1994 Edition, AMA, Chicago, IL, 1994, p. xv. 
35Reiser, "Codes," p. 79. 
j6American Medical Association, Principles of Medical Ethics, 1957, in Reiser, Dyck, and Curran, p. 39. 
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history, complicating its historical purity as a contributor to trust. Many factors contribute 
to this complexity. For example, in previous eras, the patient came to the physician with a 
complaint, and then doctor and patient worked to relieve the symptom. Stanley Reiser's 
book Medicine and The Reign of Technology summarizes wonderfully how new 
scientific and technological developments altered the physician-patient relationship, 
including how to diagnose and help the sick. With the growth of scientific rationalism, 
doctor and patient may no longer share similar concerns. Whereas once both doctor and 
patient focused on symptoms and readily apparent anatomical or physiological states, 
today physician training focuses more on underlying disease processes.37 Patients, 
however, may still care primarily about how the disease states are affecting them. Reiser 
describes the divergence of perspectives regarding disease and illness, the patient's 
subjective experience of disease as one of the unfortunate gaps that has led to 
dissatisfaction with the medical profession. 
For example, a seemingly healthy individual may go for an annual checkup. New 
technological and scientific testing methods may allow the doctor to find a malady that 
may be in the early stages and not yet causing any discomfort. In such cases, the patient 
may unexpectedly receive a label of sickness and experience a revision of his perception 
of health. Suddenly, the patient may enter what Parsons described as the "sick role." 
With such a label, a person might be excused from usual obligations, but only on the 
condition that 1) the patient acknowledged the illness and need to be taken care of, 2) the 
sick role was legitimized by a physician, and 3) the sick individual cooperated with the 
physician's efforts to help. When these conditions are met, the sick role can be assumed, 
but 4) the patient has an obligation to get well and reassume his usual responsibilities.38 
37Stanley Joel Reiser, Medicine and the Reign of Technology, p. 230. 
38Talcott Parsons, The Social System, 1965. Also described in Robert J. Levine, "Research, Biomedical," 
Encyclopedia of Bioethics, ed. Warren T. Reich, 1978. 
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Another complicating factor regarding the focus on helping the sick is that it is 
increasingly being described in terms of a new standard of patient's best interests and 
value judgments. Twentieth century developments in bioethics and rights movements 
challenge the notion that "doctor knows best." What was once a more blind trust is now 
scrutinized more closely. There is a heightened sense that the patient and doctor may not 
have congruent views of what is best for the patient. The physician may make value 
judgments based upon the medical good of the patient without properly considering other 
factors that the patient considers important. These other areas, or "spheres" as Robert 
Veatch calls them, include social, psychological, and religious well-being, for example. 
Each of these aspects contributes to an overall sense of well-being not limited to the 
physiological and psychiatric realms. With such an approach, the idea that physicians can 
act or even recommend a course of treatment according to the patient's best interest is 
suspect. "It is increasingly clear if one studies the theory of clinical decision making that 
there is no longer any basis for presuming that the clinician can even guess at what is in 
the overall best interest of the patient."39 With these concerns in mind, Veatch argues that 
the idea of trust in professionals may be "incoherent." 
To the extent that it is impossible for professionals to 1) 
know what the interests of clients are, 2) to present value-free facts 
and behavior options... I am forced to the conclusion that 
professionals ought not be trusted. They ought not be trusted not 
because they are morally deficient or lacking in virtue, but rather 
because knowing clients' interests, presenting value-free facts...are 
impossible.40 
To the extent that Veatch offers an extremely limited definition of trust, his 
analysis of best interests leads to such a conclusion. However, one of the major purposes 
39Robert M. Veatch, "Abandoning Informed Consent," Hastings Center Report 25, no. 2, 1995, pp. 5-12. 
40Veatch, "Professional," p. 161. 
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of this thesis is to analyze the definition of trust, generally and within the physician- 
patient relationship. As this thesis will demonstrate, Veatch's conclusions are too limited. 
Returning to the discussion about best interests, from physicians, patients ask for a 
willingness to work in their best interests. As Veatch claims, however, physicians have 
much difficulty in ascertaining these interests and even if they are successful at doing so, 
professionals know best how to aid only one particular aspect of a person's well-being, 
namely physical health. Aid that focuses on only one sphere may compromise the other 
aspects of the person's well-being. By virtue of their professional role, physicians might 
promote health at the expense of the other spheres of being. Consider, for example, the 
controversies over breast cancer surgery in which many physicians wrongly assumed that 
their patients would prefer to lose their breasts than have a lumpectomy or other less 
radical surgery. Many women desired an opportunity to make such a choice, allowing 
them individually to consider the risks of different surgical options and weigh the risks 
against how radical surgery would affect their self-image. This distinct approach by 
patient and physician has led to a divergence between a vision based upon a medical 
professional standard and the view of what a particular patient would want. 
Furthermore, a new understanding of the complexities of American society has 
led to even greater sensitivity concerning how individuals of different races, genders, 
cultures, religions, or orientations make medical decisions. Even trying to guess how an 
average patient factors in different values and considerations when making health care 
decisions is an extremely difficult task. The limitations that any individual has in really 
understanding her values and knowing how to apply them to such decisions further 
complicate the issue. So often, bioethical literature discusses these factors as if each 
person carried around a succinct list of values which they could easily apply during a 
discussion with a health care provider. Dan Brock describes the difficulties that 
physicians have in understanding the patient's best interest as well as the "incorrigibility 
of the patient's values." The incorrigibility thesis refers to the idea that there is no 
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meaningful sense in which an individual's ultimate values defining her conception of the 
good life could be proved mistaken, false, or unfounded. In other words, this thesis 
suggests that one's values are precise in her own mind and true to her real feelings, 
thoughts, and interpretations. Brock believes that there are limits to this thesis and that 
patients' senses of their own values are much more complex and difficult to ascertain. 
Physicians can challenge the patient to verify the extent to which she believes the reasons 
that underlie her decisions.41 
Although this state should not lead the physician to choose the paternalistic path, 
it points to the complications involved in the decision making process. It emphasizes the 
need to attempt to reach what John Rawls called "considered judgment in reflective 
equilibrium."42 When a person makes a decision that takes into account moral law, she 
should take into account judgments in which her moral capacities are least likely to be 
distorted. She should discard judgments that are made with hesitation, when frightened, 
or when she has something to gain from that position. In these circumstances, these 
judgments are likely to be contaminated by invalid considerations. When she can 
minimize these interences, she has the "ability, the opportunity, and the desire to reach a 
correct decision." Under such conditions, a person can best create "considered 
judgments." This state occurs when the "relevant judgments are given under conditions 
favorable for deliberation and judgment in general." 
Once a person forms such judgments about a particular concept or principle, she 
may alter or refine the position when another reason or contingency arises that makes her 
feel justified to alter the original judgment. With such challenges, a moral judgment is 
better justified and becomes stronger. Alternatively, it might be revised more radically. 
41Dan W. Brock, "Facts and Values in the Physician-Patient Relationship," in Pellegrino, Veatch, and 
Langan, p. 124. 
42John Rawls, A Theory of Justice, 1971. pp.48-49. 
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Through this process, a person's position then reaches a balanced state, modified 
accordingly. Having considered alternative principles, her principles then have the 
closest match with her considered judgments on reflection. This state represents 
"reflective equilibrium."43 
In an office or hospital setting that allows for such communication between 
physician and patient, both parties can more deeply consider their judgments and those of 
the other. Through such an effort, the physician and patient can participate in a dynamic 
process in which they discuss beliefs openly. Ideally, this exchange should lead to greater 
understanding, reflection, and appropriate judgments for both parties. The idea of the 
patient's good, though ambiguous and complicated, has a greater chance of being 
understood and expressed when both parties move beyond rigid judgments and 
incorrigible values toward considered judgments in reflective equilibrium. 
Although best interests has been a central theme in the physician-patient 
relationship historically, the concept involves much ambiguity regarding how to 
determine what is in the patient's best interest. In previous times, physicians alone made 
the judgment of what was in a patient's best interest. Modern physicians must take into 
account a broader view of the patient's values and preferences in the formulation of the 
best interests. In crafting how to balance the physician's perception of best interests with 
the patient's perception, history provides little specific guidance. 
Nonmaleficence 
"Nonmaleficence" is the avoidance of harm or wrongdoing. The proscription 
against doing harm to the patient is one strand of trust that has remained firm throughout 
history. In taking the Hippocratic Oath, practitioners pledge to "use treatment to help the 
sick according to my ability and judgment, but never with a view to injury and wrong- 
43Ibid„ p. 48. 
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doing."44 The most commonly used phrase regarding nonmaleficence, do no harm,45 
appears in the Hippocratic corpus in "Epidemics," which states, "as to disease, make a 
habit of two things: to help or at least to do no harm."46 The concept of nonmaleficence 
has been fairly stable through modern times, included as a central principle of medical 
ethics, according to Beauchamp and Childress in their definitive text on the subject.47 
Despite the clarity and historical consistency of the proscription against 
maleficence, the concept of avoiding harm is not as simple as it may appear. Most 
healing acts have negative side effects. The crucial obligation for the physician is to be 
able to achieve a balance between the harm and the benefit of any particular intervention, 
as suggested in the quotation from Epidemics. Sometimes, physicians perform acts in the 
attempt to heal that involve benefits that are not immediately obvious. One can look 
historically to the era of heroic medicine in the late 1800's, a time of predominance of the 
use of leeches, emetics, blistering, and purging, to see that some physical harm has often 
been an integral part of the healing art.48 Although a retrospective approach reveals that 
these painful methods had little therapeutic effect because of their limited basis in 
scientific theory, one must maintain a larger historical perspective. Years from now, 
descendants of today's patients may look back in shock at the harm that the medical 
profession caused to those suffering from such diseases as cancer. The physical rigors of 
44"Oath," Selections from the Hippocratic Corpus, in Reiser, Dyck, and Curran, p. 5. 
45For centuries, "above all, do no harm," was the central principle that shaped the behavior of the medical 
profession. This focus on nonmaleficence as opposed to a greater balancing between beneficence and 
nonmaleficence (as is suggested in "to help or at least to do no harm,") developed because of a 
mistranslation of the original texts. Lugwig Edelstein discovered the current translation early in the 
twentieth century. Edelstein's translation allows for a different account of the moral foundations of the 
profession, shifting the emphasis from the avoidance of harm to actively trying to do something good for the 
patient. 
46"Epidemics," Selections from the Hippocratic Corpus, in Reiser, Dyck, and Curran, p. 7. 
47Beauchamp and Childress. 
48Starr, p. 34. 

25 
chemotherapy resemble in many ways the torture of heroic medical techniques. 
Physicians today have a greater technological and scientific armory with which to fight 
these conditions. Through the pain, medicine has made some great strides in terms of 
saving lives and improving quality of life. Others, however, express frustration over the 
resources spent and the pain caused by these treatments, compared to the dearth of 
results.49 
Some of the complexity regarding the principle of nonmaleficence arises from 
competing conceptions of harm. One can see this conflict at work in the current debates 
over legalizing assisted suicide. Some leaders from the medical establishment staunchly 
claim that there will be a greater harm in the long run from allowing physicians to have to 
power to actively take life.50 At the same time, public opinion polls show many members 
of the public as viewing suffering at the end of life as a substantial harm that the medical 
profession is not taking seriously enough. Instead, many people continue to support the 
activities of the Hemlock Society or Dr. Jack Kevorkian. In this area, some lay persons 
and some physicians have developed competing notions of the importance of different 
kinds of harm. Representatives from both the public and the profession are on each side 
of this battle. Without a shared notion of harm, it is difficult to trust that the physician is 
not doing everything she can to prevent harm. 
Between best interests and nonmaleficence, what has been a consistent theme 
historically is that the patient should be able to trust that the physician will not 
deliberately harm her. The physician should only expose the patient to the risk of harm 
when, according the doctor's judgment, the risk will allow the use of an intervention that 
49The U.S. spends far more on health care than any other developed nation. Indeed, international 
comparisons suggest that Americans could spend less on medical services-or at least reduce the rate of 
increase in spending-and still receive acceptable quality care. Randall R. Bovjerg, Charles C. Griffin, 
Caitlin E. Carroll, "U.S. Health Care Coverage and Costs: Historical Development and Choices for the 
1990's," Journal of Law, Medicine & Ethics, 21, 1993, pp. 141-162. 
50Willard Gaylin, Leon Kass, Edmund Pellegrino, Mark Siegler, '"Doctors Must Not Kill,'" JAMA, 259, 
1988, pp. 2139-40. 
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improves the chance of a favorable outcome. In the current climate, physicians and 
patients are struggling for control over how to define best interests and determine which 
harms are acceptable in the pursuit of those interests. In this environment, trust is more 
difficult to establish. 
Best interests and norimaleficence are the bedrocks of trust within the physician- 
patient relationship. Most of the other factors that will be discussed now are less central, 
but crucial because of the way they contribute to the patient's best interests. 
Competence 
"Competence" refers to the physician's capacity to master the fundamental body of 
knowledge of medicine and know how to apply the information appropriately to a 
patient's situation. Traditional teachers thought that the mastery of the art of medicine 
was fundamental to healing. The patient who knew that her physician was competent in 
the art could place herself in the doctor’s hands and allow the art to work its magic. The 
Hippocratic Precepts state, "For we physicians take the lead in what is necessary for 
health. And if he be under orders the patient will not go astray... he who has taken the 
sick in hand, if he displays the discoveries of the art, preserving nature, not trying to alter 
it, will sweep away the present depression or the distrust of the moment..."51 The 
Hippocratic Precepts also urge the physician to be well prepared with tools and 
knowledge and to "make frequent visits [because] instability is characteristic of humors." 
At the same time, the Hippocratic documents acknowledged the limits of the art and, 
therefore, the limits of the physician's competence and power to heal. The Hippocratic 
Precepts say, "Do away with the sufferings of the sick...but refuse to treat those 
overmastered by their diseases, for medicine is powerless." 
51" Precepts," Selections from the Hippocratic Corpus, in Reiser, Dyck, and Curran, p.6. 

Medieval Law acknowledged the relationship between proof of competence and 
trustworthiness in the writings of Fredrick II around 1240. He wrote that physicians-in- 
training must obtain a certificate at the University of Salerno, complete a public 
examination, and be given the certificate by a teacher and public official of 
trustworthiness and sufficient knowledge.52 Through such formality, the trustworthiness 
of the teacher and public official could be transmitted to the pupil and establish 
competence. 
Percival linked the importance of the appearance of competence with patient trust 
when he wrote, "Physicians and surgeons .... should study, also, in their deportment, so as 
to unite tenderness with steadiness, and condescension with authority, as to inspire in the 
minds of their patients gratitude, respect and confidence."53 Recent AM A codes similarly 
emphasize competence and the importance of striving continually to improve medical 
knowledge and skill for "healing founded on a scientific basis."54 The AMA, like the 
Hippocratic documents, also acknowledges the limitations in competence in one 
individual physician by encouraging consultation and the use of the "talents of other 
health professionals when indicated."55 Although the constituents of the art of medicine 
have changed greatly throughout the centuries, physicians have consistently been 
expected to attain a high level of knowledge and competence upon which the patient 
could depend and trust. 
Confidentiality 
52Fredrick II, "Medieval Law for the Regulation of the Practice of Medicine," Reprinted from James T. 
Walsh, The Popes and Science: The History of the Papal Relations to Science During the Middle Ages and 
Down to Our Own Time, in Reiser, Dyck, and Curran, p. 11. 
53Thomas Percival, "Conduct," in Reiser, Dyck, and Curran, p. 18. 
54American Medical Association , Principles of Medical Ethics. 1957, in Reiser, Dyck, and Curran, p. 39. 
55American Medical Association, "Principles," 1994, p. xxvii. 
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Privacy is "the state or condition of being withdrawn from the society of others or 
from intrusion; absence or avoidance of publicity or display."56 Often times, discussions 
with physicians necessarily involve topics that, for reasons of embarrassment, security, or 
the protection of others, the patient wants kept within the walls of the office or hospital. 
"Confidentiality" is a means of providing greater security to the patient by protecting 
privacy, usually involving patient data or health-related information. Confidentiality is 
responsive to the principle of nonmaleficence, as well as respect for persons. Instead of 
preventing a physical harm, which was a prime concern in most early writings on 
nonmaleficence, confidentiality prevents a harm that affects the social and psychological 
aspects of a person, not his body. In realizing that physicians will have access to highly 
guarded information, doctors make a pledge to keep all personal remarks and information 
within the boundaries of the physician-patient relationship. "The promise of 
confidentiality permits people to trust (i.e. have confidence) that information revealed to a 
physician in the course of a medical encounter will not be disseminated further. In this 
way patients are encouraged to communicate honestly... this bond of trust between doctor 
and patient is vitally important..."57 
Early writings on confidentiality emphasized its importance, so much so that the 
Hippocratic Oath urges "and whatever I shall see or hear in the course of my 
profession...in my intercourse with men, I will never divulge, holding such things to be 
holy secrets."58 A physician should maintain confidentiality whether he learns the 
information in the context of the relationship itself or by some other means. 
56Les!ey Brown, ed. The New Shorter Oxford English Dictionary on Historical Principles. Vol. 2, 
Clarendon Press, Oxford, 1993, p. 2359. 
57Mark Siegler, "Confidentiality in Medicine: A Decrepit Concept?" New England Journal of Medicine. 
307, 1982, pp. 1518-21. 
58Reiser, "Codes, "pp.77-8. 
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Percival emphasized the importance of confidentiality by urging "in large wards 
of the infirmary, the patient should be interrogated in tone of voice that cannot be 
overheard, secrecy should be strictly observed...the secrecy and delicacy of peculiar 
circumstances should be strictly observed..."59 Similarly, the AMA emphasized 
confidentiality in the Principles of Medical Ethics, saying that a physician "may not 
reveal confidences entrusted to him.”60 
Although confidentiality has been consistently included as a constituent of trust, 
the current health care environment has altered the way physicians maintain 
confidentiality. The contingencies of the hospital have stripped confidentiality of its 
earlier meanings. Mark Siegler once counted over 75 health care professionals and other 
personnel that had justified access to a hospital medical record.61 Simply in considering 
the medical staff and administrators one can see that private information shared during a 
patient interview is not very private. Of course, third party payers including Medicare, 
Medicaid, and corporate managed care settings, stretch these boundaries even further. 
Siegler suggests that patients should be made more aware regarding who has access to 
their chart and for what reasons. A clear distinction should be drawn between 
information that must be shared with third parties and that which is strictly confidential 
between physician and patient, regardless of other interest in the information. However, 
to accomplish confidentiality, adjustments must be made in the traditional notion so that 
patients do not have unreasonable expectations of confidentiality that would impede 
appropriate trust between patient and health care worker. Like best interests, 
confidentiality is a historically important concept. However, multiple forces outside the 
physician-patient relationship have complicated recent manifestations of confidentiality. 
59Percival, "Conduct,"in Reiser, Dyck, and Curran, p. 18. 
60American Medical Association, Principles 1957, in Reiser, Dyck, and Curran, p, 39. 
61Siegler, p. 1520. 
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As a result, expectations regarding confidentiality need to be reassessed in order to 
understand how confidentiality can and should contribute to trust at the end of the 
twentieth century. 
Self-Regulation 
According to sociologist Eliot Freidson, one characteristic of a profession is that it 
is self-regulating. Such an organization takes upon itself the responsibility to monitor the 
quality and conduct of its members so that the efforts of the professional can continue to 
focus appropriately on the trusting client or patient.62 One rationale behind self-regulation 
is that only those within the profession or guild have the knowledge, skill, and ability to 
judge another in the profession. Outsiders would not have the knowledge necessary to 
make such judgments fairly or appropriately. 
The Hippocratic Oath acknowledges the importance of teachers and the familial 
bond that members of the medical craft develop. "To hold my teacher in this art equal to 
my own parents...to consider his family as my own brothers, and to teach them the art, if 
they want to learn it, without fee or indenture..."63 According to Reiser, such feelings are 
essential to create a community of doctors who are willing to adopt common ethical 
standards to guide their conduct. However, such feelings may make it difficult to bring a 
colleague's inappropriate actions to the attention of others. Percival's writings echo this 
sentiment. 
"Medical gentlemen ...are responsible for, and the 
guardians, of the honor of each other. No Physician or Surgeon, 
therefore, should reveal occurrences in hospital which may injure 
the reputation of any one of his colleagues....unless laying the 
complaint before the gentlemen of the Faculty belonging to the 
62Eliot Freidson, Doctoring Together: A Study of Professional Social Control. 1975, p. vii. 
63Reiser, "Codes,"p. 77. 
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institution, that they may judge concerning the reasonableness of 
its grounds, and the measures to be adopted."64 
Percival, though a strong supporter of the guild and protector of physicians, did 
place the patient's interest first when push came to shove. If a physician observed a 
colleague's ignorance or neglect, he was obliged to intervene and disclose the observation 
to the physician, and if necessary, to the patient and family. To be an appropriate 
disclosure, the observed error or neglect had to have truly occurred and the reporter 
should be sure of the error's authenticity. Also, the motive for disclosure could not arise 
out of self-interest or jealousy.65 
Besides these considerations, Percival also urged doctors to regulate themselves in 
their own abilities. "When senescence occurs, let both the physician and the surgeon 
never forget that their professions are public trusts, properly rendered lucrative whilst 
they fulfill them, but which they are bound by honor and probity to relinquish as soon as 
they find themselves unequal to their adequate and faithful execution."66 
More recent proclamations regarding self-regulation are more severe against 
physicians who are not conducting their practice appropriately. The AMA's Principles 
urge members to "safeguard the public and the patient against physicians deficient in 
moral character or professional competence" and "to expose without hesitation illegal or 
unethical conduct."67 Reiser writes that "whistleblowing is hard, but in medicine it is 
essential. Without it, fully meeting the trust imposed on doctors by their patients that their 
welfare and benefit are our main concerns becomes impossible."68 
64Percival, "Conduct," in Reiser, Dyck, and Curran, p. 19. 
65Edmund D. Pellegrino, "Pervical's 'Medical Ethics': The Moral Philosophy of an 18th-Century English 
Gentleman," Archives of Internal Medicine, 146, 1986, p. 2268. 
66Percival, "Conduct," in Reiser, Dyck, and Curran, p. 25. 
67American Medical Association, "Principles," 1980, in Reiser, "Codes,"p. 81. 
68Reiser, Ibid., p. 80. 
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Despite recent claims regarding the importance of self-regulation, increasingly, 
regulation is being forced upon the profession from the outside. This is most likely a 
result of a perceived failure to self-regulate sufficiently. Although the medical profession 
has had limits placed upon it according to common law, including battery, malpractice, 
and negligence, the level of professional regulation has increased over the past century or 
two as the American medical profession attempted to solidify its authority. Challenges 
have also increased regarding the appropriateness of the basic principles upon which self¬ 
regulation proceeds. Licensing laws protected the profession from competition from 
untrained practitioners. The trade-offs for the privileged position of the medical 
profession included greater legal scrutiny and high standards of care. The profession 
established medical societies that had specific responsibilities for maintaining these 
standards.69 
In the late twentieth century, a larger number of regulators entered the picture. 
Third party payors and government funding created an increased desire for review of 
procedures. Through such review, the payor could evaluate the efficacy and 
appropriateness of a particular service. Utilization review and peer review grew. New 
bodies such as ethics committees, institutional review boards, and ethics consultants 
gained latitude to evaluate the decisions of the doctors.70 Such increased scrutiny is 
symptomatic of a decrease in confidence in the medical profession due to a failure to self- 
regulate. It may also be symptomatic of a society-wide distrust of authority, and of each 
other. 
69Starr, Book One, Chapter Three. 
70For excellent discussions of these developments and their implications, see Ruth Macklin, Enemies of 
Patients. 1993 and David J. Rothman, Strangers at the Bedside: A History of How Law and Bioethics 




Communication with patients has consistently been an important theme in 
historical writings about the physician-patient relationship. However, the content of the 
communication, for example how truthfully the physician should describe a poor 
diagnosis or prognosis to the patient, is a much more ambiguous topic. The Hippocratic 
writers understood the power of the acts and words of the physician. They believed that 
communication should occur that focuses on the positive without frightening the patient. 
The Precepts state "Perform all of this calmly and adroitly, concealing most things from 
the patient while you are attending to him. Give necessary orders with cheerfulness and 
serenity, turning his attention away from what is being done to him.... revealing nothing 
of patient's future or present condition. For many patients through this cause have taken a 
turn for worse..."71 
In Medieval times, physicians realized the imprecision of their art and that their 
actions did not often correlate well to good outcomes. At that time, trust in the power of 
the physician lay in how the physician presented the scenario to the patient. Deception 
was a common tool, advocated by the authorities. Physicians conveyed information about 
the patient's condition that did not necessarily represent what the physician believed was 
the true situation, but which protected the reputation of the doctor. Arnald of Villanova, 
writing in the late thirteenth century, urged physicians to be "ambiguous in making 
prognosis, just as in making promises. He should not promise health because in doing so, 
he would assume a divine function and insult God." Arnald recommended promising 
health to the patient and then "When you have left him say a few words to the members 
of the household, say that he is very sick for if he recovers, you will be praised more for 
your art; should he die his friends will testify that you had given him up."72 
7'"Decorum," Selections from the Hippocratic Corpus, in Reiser, Dyck, and Curran, p. 7. 
72Arnald of Villanova (?) "On the Precautions that Physicians Must Observe," 1235-131 1 (?), in Reiser, 
Dyck, and Curran, p. 14. 
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Alternatively, other writers urged truth-telling. Samuel Bard wrote in 1769 that 
"on no pretense whatsoever practice those little arts of cunning and dissimulation, which 
to the scandal of the profession have been too frequent amongst us; Never buoy up a 
dying man with groundless expectations of recovery, this is at best good natured and 
humane deception, but too often arises from motives of lucre and avarice, besides it is 
cruel..."73 
However, as the American medical profession attempted to solidify its authority, a 
British physician-ethicist with great influence in the U.S. recommended firm limits on 
truth telling, particularly when a physician thought the truth would be detrimental to a 
person's health. Percival wrote in 1849, "As misapprehension may magnify real evils or 
create imaginary ones, no discussion concerning the nature of the case should be entered 
into before the patient, either with the House-Surgeon, the pupils of the hospital, or any 
medical visitor."74 
Percival realized that at times truthtelling was unavoidable. "A Physician should 
not be forward to make gloomy prognostications... but he should not fail on proper 
occasions to give to the friends of the patient timely notice of danger when it really 
occurs, and even to the patient himself, if absolutely necessary." However, Percival 
believed that it was important that the physician not be the bearer of bad news because it 
would undermine his healing and comforting powers. "This office [telling of danger], 
however, is so peculiarly alarming when executed by him, that it ought to be declined 
whenever it can be assigned to any other person of sufficient judgment and delicacy; for 
the Physician should be the minister of hope and comfort to the sick." Through 
reassurance, the physician's words and acts should "smooth the bed of death, revive 
73Samuel Bard, A Discourse Upon the Duties of the Physician. 1769, Reiser, Dyck, and Curran, p. 17. 
74Percival, "Conduct,"in Reiser, Dyck, and Curran, p. 18. 
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expiring life, and counteract the depressing influence of those maladies, which rob the 
philosopher of fortitude, and the Christian of consolation."75 
Percival's justification for this avoidance of disclosing the truth lay in his belief 
that the duty to tell the truth was not an absolute obligation. Other considerations might 
outweigh this duty. For the patient who made "enquiries, which, if faithfully answered, 
might prove fatal to him, it would be a gross and unfeeling wrong to reveal the truth." 
The patient has the strongest claim, "From the trust reposed in his Physician, as well as 
from the common principles of humanity, to be guarded against whatever is detrimental 
to him."76 (Italics added for emphasis.) 
Around the turn of the century, a prominent American physician experimented 
with truth telling to see how damaging full disclosure actually was to the patient. Richard 
C. Cabot discovered that "the truth works just as well for the pocket and a great deal 
better for the community and for our own self-respect."77 By having conversations based 
in truth with his patients, he found that the "truth works better for all concerned, not only 
in the long run, but in relatively short spurts, and that its good results are not postponed to 
eternity, but are discernible with a short time." He found himself surprised by the 
"astounding innocuousness of the truth." 
Cabot articulated the importance of trust to the physician-patient relationship, He 
strongly believed that lies and deception, even if well intended, had disastrous 
consequences. 
"By undermining the confidence of man in man it does its part in 
making not one but every human activity impossible. If we cannot trust 
75Ibid.. p. 22. 
76Thomas Percival, "A Physician Should Be the Minister of Hope and Comfort," reprinted from Medical 
Ethics. 3rd ed., in Reiser, Dyck, and Curran, p. 204. 
77Richard C. Cabot, "The Use of Truth and Falsehood in Medicine: An Experimental Study," American 
Medicine. 5, 1903, reprinted in Reiser, Dyck, and Curran, p. 216. 
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one another, we cannot take a step in any direction. Business, social 
relations, science, everything worth doing depends upon mutual 
confidence. It is the very air we breathe. To poison it is to do a far worse 
thing for society than could result from the loss of a single life."78 
Today, the bias in favor of truth telling is clear. Although physicians should try to 
avoid callous "truth dumping,"79 broad communication today is considered essential. At 
a minimum, the contents of physician-patient communication should include an accurate 
assessment of the nature of the disease, the diagnostic and treatment alternatives, and the 
values of the physician and patient that contribute to medical decision making. The 
attitude of the medical profession has changed quite rapidly in this regard. In 1961, Oken 
found that 88 percent of physicians in a major hospital had a personal policy of not telling 
cancer patients their diagnosis, even if the evidence of the diagnosis was clear and 
irrefutable.80 By 1979, 98 percent of physicians believed that cancer patients had a right 
to know their diagnosis and had an unspecified policy of telling the patients the truth, 
except for certain instances in which emotional factors might supersede the need to 
disclose the diagnosis.81 Some physicians allow for certain flexibility depending upon 
how much the patient wants to know. "For example, some patients with cancer prefer not 
to know their prognosis or a detailed delineation of the side effects of the treatment 
alternatives."82 There are many who would argue with such a proposition.83 Richard 
78Ibid., p. 218. 
79Phrase coined by Willard Gaylin, former President of the blastings Center. 
80Donald Oken, "What to Tell Cancer Patients," JAMA 175, 1961, pp. 86-94. 
81D. H. Novack, R. Plumer, R. L. Smith, et al., "Changes in Physicians' Attitudes Toward Telling the 
Cancer Patient," JAMA 241, 1979, pp. 897-900. 
82Emanuel and Dubler, p. 324. 
83Richard T. Hull, "Informed Consent: Patient's Right or Patient's Duty?," Journal of Medicine and 
Philosophy, 10, 1985, pp. 183-97. See also David E. Ost, "The 'Right' Not to Know" Journal of Medicine 
and Philosophy, 9, 1984, pp. 301-312. 
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Hull wrote that to make a health care decision, a patient must know all of the risks and 
benefits. He cannot waive his right to this knowledge and completely defer a medical 
decision to the physician. If the physician performs a procedure on a patient based upon 
an incompletely informed consent, then the physician may commit battery upon the 
patient according to a strict interpretation of common law. Hull's fascinating position is 
debatable, but it also motivates truth telling and obtaining a completely informed consent. 
History shows that clear and compassionate communication is of great value. 
However, the balance between how to communicate difficult news, including risk and 
poor prognosis, and how to maximize overall patient benefit has been difficult to obtain. 
Through the twentieth century, the patient's right to know has evolved into a powerful and 
broad concept, demanding physician disclosure of all aspects of a medical decision that a 
reasonable person would want to take into consideration. This trend runs against 
traditional medical proscriptions against disclosures that allegedly might harm the patient. 
Despite studies showing low risk to disclosing difficult information and patient desires 
for such information, the tradition against such disclosure is strong. An exception still 
persists in informed consent law allowing a physician to hold back such disclosures if he 
has enough reason to believe that the patient or his quality of decision making will suffer. 
This exception is called the therapeutic privilege. 
...Where a patient would become so ill or emotionally distraught on 
disclosure as to foreclose rational decision, or complicate or hinder 
treatment, or perhaps even pose psychological damage to the patient, 
portent of such type may justify the physician in an action which he deems 
medically warranted.... The critical inquiry is whether the physician 
responded to sound medical judgment that the communication of the risk 
information would present a threat to the patient's well being.84 
Despite the recent emphasis on the patient's right to know, much of the actual 
communication still depends upon what information the physician selects to share with 
84Canterbury v. Spence. 464 F. 2nd. 772, 1972. 
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the patient and how the physician balances the consequences of a particular disclosure in 
terms of overall risks and benefits to the patient. The history on the issue is full of 
contradictions and ambiguity. Best interests and nonmaleficence again surface as the 
foundations of medical decision making and trustworthy physician behavior. 
Summary 
This analysis has attempted to glean the major factors involved in trust between 
physician and patient from a historical perspective. This overview of historical sources 
allows one major conclusion: that there is not one clear and consistent historical vision of 
the components of trust between physician and patient. Some strands have evolved as 
bedrocks of trust, including the centrality of patient's best interests and nonmaleficence. 
Confidentiality and competence contribute to these fundamental aspects. Despite the 
continuity of these aspects through the historical sources, definitional problems and 
pressures from sources outside the physician-patient relationship confuse these 
foundations of trust. Patients and physicians may have very different visions of what is in 
the patient's best interests compared to risks and harms. The environment in which the 
physician-patient relationship exists complicates traditional senses of confidentiality and 
self-regulation. How physicians communicate information to the patient is an issue of 
balancing harms and benefits, which runs into the same ambiguity that the two primary 
foundations of trust encounter. In trying to understand what is meant by trust between 
physician and patient in the late twentieth century, it becomes evident that history has 
little clarity to offer on this subject. The only exception is the historically consistent 
importance of competence and the broad but ambiguous principles of best interests and 
nonmaleficence. 
Because historical texts do not provided clear guidance on how to define trust and 
its limitations in today's medical world, alternative analyses must be sought. The next 
chapter will explore the concept of trust at a more fundamental level. By exploring the 

39 
meanings of trust in other contexts, one can apply a clearer and more adequate 
understanding of trust to the late twentieth century physician-patient relationship. 
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Chapter III: How Trust Works in Everyday Life: A Phenomenology of Trust 
"We inhabit a climate of trust as we inhabit an 
atmosphere, and notice it as we notice air, only when it 
becomes scarce or polluted."85 
Annette C. Baier 
Now that the historical examination of factors that determine trust in the 
physician-patient relationship has failed to provide sufficient conceptual clarity, the 
chapter will examine more closely how trust functions between people in daily life. With 
a better understanding of trust in general, one can more appropriately apply the concept in 
particular circumstances, such as the medical realm. 
Conceptual Considerations 
One must acknowledge one of the major obstacles to gaining conceptual clarity of 
trust is the word itself. Trust is a concept ever obscured because the word has multiple 
meanings in the English language. Trust can describe an act of entrusting. The word can 
also describe an epistemic attitude, in which one can trust in another person if the 
evidence concerning her abilities warrants the beliefs one has about her. Trust can also 
reflect a sense of trustworthiness that arises out of a particular role or relationship. The 
trust in this case arises directly from the role, without consideration of evidence regarding 
the particular individual's abilities. Trustworthiness is an inherent feature of the role. "I 
commit myself to being so counted by acting as a willing participant in a setting where 
trustworthiness is presumed. I do not, so to speak, regularly consult my doctor and as a 
separate matter, deem him trustworthy; rather I deem him to be this through my behavior 
towards him."86 
85Annette Baier, "Trust and Antitrust," Ethics. 96, 1986, p. 234. 
86David E. Cooper, "Trust," Journal of Medical Ethics. 11, 1985, pp. 92-3. 
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Trust can also mean the "confidence placed in a person by making him or her the 
nominal owner of property to be held or used for the benefit of another; a property or 
estate held in this way; the legal relationship between the nominal owner and the 
property."87 Another financial meaning of the term trust involves "an association of 
several companies in a particular area of business, organized to reduce or defeat 
competition."88 In addition, the use of other common expressions that signify similar 
meanings further masks the distinctions among forms of trust. "For example: 'I told him 
confidentially,' 'I confided in him,' and 'Telling my wife was a breach of confidence on his 
part' have little to do with the epistemic attitude of having confidence in" one's abilities or 
knowledge and everything to do with the notion of entrusting as an act.89 Many of these 
distinctions will be further elaborated upon in Chapter 4. 
Other languages have additional terms that prevent the confusion that English 
maintains. French (confier versus fier) and Spanish (confiar versus fiar) respect a 
distinction between entrusting as an act in which one places another under an obligation 
and entrusting in terms of deeming someone trustworthy more generally. Without 
equivalent distinctions, the English language itself contributes to the conceptual obscurity 
of trust. 
With that major caveat in mind, consider the purpose of trust. One can think of 
trust as one of a number of anticipatory attitudes.90 Others in this category might include 
confidence, reliance, mutual willingness to cooperate, and mutual willingness to take 
risks. These attitudes provide one with an ability to make some prediction regarding an 
action. Some of these categories might be predictive in the epistemological, but not 
87Brown, p. 3411. 
88Ibid., p. 3411. 
89Cooper, p. 93. 
90I thank James L. Nelson for introducing me to this approach. 
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necessarily moral sense. One might consider some different components that distinguish 
trust because of its dependence upon the character of the human relationship involved in 
the trust. This may also apply to the individuals that make up a trusted institution. More 
will be said on this in Chapter 4. 
Baier distinguishes reliance from trust by saying that reliance is simple 
dependence upon the predicted activity or attitude of another. One relies on others in all 
areas of everyday life, for other drivers not to hit one's car, for example. However, 
criminals, comedians, and blackmailers also rely upon certain human behaviors and 
attitudes to perform certain tasks. A blackmailer may predict that a person will pay a lot 
of money for embarrassing photos. Yet we might feel that this is something different 
from trust. Accordingly, Baier writes that trust is the reliance on the good will of another. 
One relies on friends, physicians, family, and Samaritans. This is not the same as relying 
upon the store owner not to put poison in the food. Trust is reliance upon the good will 
of others as opposed to relying upon habits, attitudes, and reactions for success.91 One 
might see trusting as expecting an active response, whereas reliance might involve 
depending upon a more passive failure to harm. 
Niklas Luhmann makes another distinction between anticipatory attitudes. 
According to him, the difference between confidence and trust is attribution and 
perception.92 This distinction depends upon how one perceives the locus of blame if the 
situation upon which she is depending ends with disappointing results, whether the locus 
of blame is within her or not. Trust occurs if a person blames herself for the decision to 
trust in a particular circumstance, an internal attribution. If she places her faith in the 
actions of another, and the results of her actions disappoint, she may blame the person in 
91Annette Baier, "Antitrust," p. 234. 
92Niklas Luhmann, "Familiarity, Confidence, Trust: Problems and Alternatives," in Trust: Making and 
Breaking Cooperative Relations. Diego Gambetta, ed., 1988, p. 97. 
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whom she placed faith. In this case, she does not blame herself for having chosen to 
place faith in the other. This is a matter of external attribution, and therefore a matter of 
confidence. This state is distinct from trust, according to Luhmann. If a person is 
confident in the meteorologist's prediction of good weather and leaves the house without 
her umbrella, when a rainstorm arrives and soaks her to the bone, she might blame the 
meteorologist. However, she would not blame herself for ruining her fine suit. 
However, if one chooses to depend upon another in spite of the possibility that the 
other might disappoint her if an undesired outcome results, the situation is one of trust. 
Suppose one invests in a company based upon stock advice from a close friend, and the 
investment goes sour. In the case of trust, one will have to live with the choice, an act 
that carries an internal attribution. She may regret her trusting choice. "Trust is only 
required if a bad outcome would make you regret your action."93 
Luhmann's analysis may not be sound, however. One might think of situations in 
which every reasonable sign pointed toward being able, for example, to trust a friend, 
only to find that the friend disappointed. In such circumstances, there is no reason for 
one to attribute blame to oneself for the trust. Luhmann's analysis probably is more a 
matter of semantics than of concrete distinction. 
One aspect of Luhmann's analysis is that choice is a part of the act of trusting. Of 
course, by making choice a component of trust one limits the possible participants in a 
trusting encounter. One would be unable to attribute such a choice to the infant who 
"trusts" the mother enough to accept her nipple. What about the unconscious car accident 
victim who is brought by ambulance to the hospital and is placed in the hands of the 
medical staff? Is this patient actually trusting the health care workers? Could one at least 
say that this person has some general trust in the emergency medical system, although she 
may not have made a rational choice to use it in this instance? In this situation, she 
93Ibid.. p. 97. 
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certainly has not made a conscious decision to trust. One limits and distorts the notion of 
trust if one depends too much upon rational choice as a major component. 
By defining trust as a matter of choice, one may be depending too much upon 
rationalist perspectives of a world in which each actor is free and autonomous. In this 
world, interaction occurs between persons of equal power. Writers who focus on 
relationships that do not consist of equal power distributions have critiqued this 
Enlightenment vision of the world.94 One can consider other relations in which the 
decision to enter the relationship is less than voluntary, where the vulnerability may not 
be desired. Through such study, one can create a more complete picture of concepts like 
trust by looking beyond artificial social constructs such as promises. Baier finds 
numerous kinds of trust, including unconscious, unwanted, forced receipt of trust, and 
trust of which the trusted is unaware.95 Some of these will be described more fully as 
levels of trust in the next chapter. 
Even if one accepts that choice is sometimes a component of trust, one must be 
careful how to define its boundaries. As Gambetta notes "trust cannot be produced at 
will—one cannot force oneself to trust or set out to intentionally impress another of 
trustworthiness."96 If one cannot will trust, what one can do is willfully place oneself in 
positions in which one is vulnerable to others. 
Consider, for example, a scene from the movie Flatliners. The medical students 
are preparing to make another attempt at inducing a near-death state and then reviving 
one of their gang. Kieffer Sutherland asks Julia Roberts, who is about to be the next 
victim, "Do you trust me?" She replies, "No, but go ahead." Her willingness to take a risk 
94Caroline Whitbeck, "Beyond Domination: New Perspectives on Women and Philosophy," A Different 
Reality: Feminist Ontology, ed. Carol C. Gould, Rowan & Allenheld, Totowa, NJ, 1983, p. 71. See also 
Carol Gilligan, In A Different Voice, Harvard University Press, 1982. 
95Baier, "Antitrust," p. 235. 
96Diego Gambetta, "Can We Trust Trust?" in Gambetta, 1988. 
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may indicate some minimal level of trust, however, there may exist a certain type of trust 
that is beyond one's willful reach. Alternatively, there may be other kinds of risk-taking 
that all members of society participate in that have more substantial components of 
conscious choice. However, when focusing on infantile or other types of trust, there may 
be some aspects of risk taking that are so subtle and ubiquitous that one has little 
conscious awareness of them. Without the conscious aspects, one has little opportunity to 
will this kind of trust. 
One realizes, however, that risk taking and trust are closely related. If one is 
functioning in an environment of trust, one may be more likely to take risks. By doing so, 
a person makes herself vulnerable. If she does not take any risks, she will withdraw and 
isolate herself from any participating or functioning in society. One might say that people 
take some risks without depending upon the good will of others. According to Baier's 
analysis, they are not trusting but are depending upon the acts of others even if the others 
upon whom one depends are motivated by self-interest. This recalls the notion of 
reliance. Often when this occurs, people act out of necessity. 
Consider, for example, that philosophical chestnut, the Prisoner's Dilemma. 
Many formulations of the same dilemma exist, but this is a useful version. The police 
hold two prisoners in jail on theft charges. The police approach each one separately to 
negotiate. Each one is told, "Confess and implicate the other: if he is meanwhile 
maintaining innocence, we shall set yon free and imprison hitn for five years." If neither 
confesses to the crime, they will both go to jail for two years for lack of better evidence. 
If both confess, they will each receive mitigated sentences of four years.97 
97Ian Hacking, "Winner Take Less," New York Review of Books, 31 June 28, 1984: 17-21. Through the 
book review of The Evolution of Cooperation by Robert Axelrod, Hacking provides an excellent discussion 
of the Prisoner's Dilemma as viewed from the perspectives of utilitarianism, Kantian morality, and game 




The lesson from the dilemma is that if one chooses on the basis of the self-interest 
alone, there may be larger individual benefit, but if both make such a choice, there is a 
worse outcome for both.98 The self-interested choice in this scenario is confession with 
the hope that the other maintains innocence. Then the confessor will be free. If they both 
go the self-interested route, the result is four year sentences for each. If each acts as he 
hopes the other will (to minimize jail time risk for both,) neither confesses. Then they 
both receive two year sentences. However, in making a commitment not to confess, the 
prisoner must hope that the person on the other side of the wall will not be the selfish one 
who confesses. Then the confessing individual goes free while the other suffers for five 
years. 
Is this a situation of trust? One could define this situation either as one of no trust 
or one of a ubiquitous, subtle form of trust. Both participants are vulnerable and depend 
upon the dispositions of others to make certain types of judgments. It may not be a matter 
of the "thick" trust that one endows in those to whom one makes oneself most vulnerable. 
One can distinguish degrees of trust by how thick or thin they are. Thick trust means that 
the trust is deep, conscious, and pervades many areas. These are the most complete forms 
of trust that people share with intimate family, partners, and friends. Other types or levels 
of trust are thinner. In situations like the Prisoner's Dilemma, people usually are not 
depending on the altruism and good will of others. However, this placing oneself at risk 
to others is a necessary part of the decision to survive and participate in society. Perhaps 
this is reliance. However, one may not really know what is affecting the decision of 
whether to confess, whether selfish motivation or not. In such cases, there may be enough 
to ascribe a weak sense of trust, upon which people all depend for the most basic goods of 
living. 
98Virginia Held, "The Grounds for Social Trust," Rights and Goods: Justifying Social Action, ed. Virginia 
Held, 1984, p. 70. 
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Bernard Williams examines the motivations that lead people to cooperate with 
each other. By examining different factors that motivate, Williams describes categories 
of egoistic macro motivation (to satisfy my self-interest I am motivated to make a rule to 
cooperate with others), non-egoistic macro motivation (cooperation is a matter of duty of 
fidelity, perhaps according to religious norms), egoistic micro motivation (it is in my best 
interest to cooperate in this particular situation), and non-egoistic micro motivation (in 
this particular situation I will act out of good will, sympathy, or at least not self-interest). 
In considering each motivation on its own merits, Williams concludes that none are 
strong enough to motivate cooperation and form a basis of trust. He suggests a 
combination of egoistic micro- and non-egoistic macro motivation as a basis to encourage 
such cooperation. In these circumstances, some would cooperate out of self-interest in a 
particular situation. Some would act out of a sense of duty or religious causation, acting 
because they feel that they must. In neither case is altruism the motivator. Such a 
formulation leaves limited room for depending upon the good will of others. This view 
finds that there are few that can be trusted. Furthermore, the "constantly and professed" 
expressions of egoistic micro motivations will confound any attempt to trust in the 
altruism of another." In such accounts, trust folds into cooperation as mutual risk taking. 
A Phenomenology of Trust 
To further elucidate the concept of trust, it will be useful to undertake a 
phenomenology of trust to understand its limits, components, and importance. When 
attempting to gain clarity of an elusive topic, it is often useful to consider how such a 
concept is used and understood in various common situations. Through describing such 
events, one can elucidate patterns and regularities that one can identify to better describe 
the nature of the original concept. One can also sometimes perform such an analysis by 
"Bernard Williams, "Trust Considered: Formal Structures and Social Reality,"in Gambetta, p. 13. 
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describing the situation that is opposite of the one that one seeks to understand. By 
examining circumstances in which one notices an absence or a problem of trust, it may 
help to clarify a definition of trust in the positive sense. Trust is an attitude, a disposition 
to place oneself in a vulnerable position based on a dependence on others and a belief that 
the others are acting out of good will, or at least out of lack of ill will. The 
phenomenology will identify core aspects of trust that are basic to all trusting 
relationships. This section will borrow heavily from the writings of Annette C. Baier, 
who has written extensively on the subject of trust. 
First, one must acknowledge that trust is not in itself an absolute good. "Those 
who are worthy of trust of their co-workers in say the drug business, or are loyal gang 
members, are not necessarily better for their trustworthiness." In this analysis, one way of 
distinguishing bad forms of trust is that they are temporary because, although they may 
endure for a while, ultimately, they are often self-undermining. The forms that are self¬ 
strengthening and that tend to produce higher levels of trust and cooperation "are the ones 
that we have good reason to welcome from a moral point of view."100 
Pathologies of Trust 
Taking into consideration that some forms of trust are more useful than others, the 
discussion will focus on pathologies of trust. One problematic scenario occurs when one 
trusts another who is untrustworthy but who tries to convince others of her 
trustworthiness. According to Baier, when one must say "you know you can trust me," 
that in itself is a danger sign that should cause one to increase vigilance against abuse.101 
In trusting, one yields discretion to the trusted. Sometimes people beg a person for their 
100Annette C. Baier, "Trusting People," Philosophical Perspectives. 6, Ethics, 1992, ed. James E. 
Tomberlin, 1992, p. 137. 
101 Annette C. Baier, "Trust and Its Vulnerabilities," The Tanner Lectures on Human Values 13, 1992, ed. 
Grethe B. Peterson, 1992, p. 113. 
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trust so that the individual will yield the discretion, and, therefore, yield some power and 
control over the situation. Most of the time, such supplication leaves the person 
suspicious of the motives of the beggar. Typically, a person's request for trust makes one 
less likely to trust her. Other diseases of trust are apparent when the trusted abuses the 
power and discretion with which the trusting has endowed her. Consider the Tuskegee 
experiments102 or the fertility specialist who implanted patients' eggs and embryos into 
other women without consent.103 Under insufficient regulations, these physicians had the 
power to perform such acts and abused the discretion that the patients had allowed them. 
Another pathology occurs when people use contracts and tests to such a degree 
that evidently trust is near zero. At such times, no one is willing to yield discretion. Such 
a state is more appropriate to an ethics of strangers than to a trusting relationship.104 
Conversely, trust is unhealthy when there is such fear of insulting the other that one fails 
to use reasonable checks or purposely uses inadequate methods of checking another's 
actions.105 For example, a relationship with weak basis in trust occurs when a student 
fails to challenge the questionable statements made by her teacher not because she has 
enough faith that the teacher will eventually find greater support for her statements but 
because she fears punishment or retribution for such a challenge. In this situation, the 
student yields discretion for reasons of prudence in a situation where trust is lacking. 
When the trusted goes beyond what the truster entrusted her to do, another 
pathology of trust occurs. Consider the baby-sitter who unilaterally decides to paint the 
nursery. The parents yield discretion to the baby-sitter, but the parent also must exercise 
102Isabel Wilkerson, "Medical Experiment Still Haunts Blacks," New York Times, June 3, 1991, p. A12. 
1 °3"Fertility Doctors’ Record Seized," New York Times, September 22, 1995, p. A25. 
104Robert J. Levine, "Medical Ethics and Personal Doctors: Conflicts Between What We Teach and What 
We Want," American Journal of Law & Medicine. 13, 1987, p. 361. 
105Baier, Tanner, p. 121. 
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discretion in knowing what and when to entrust.106 The trusted also has discretion to 
judge what counts as failing to meet the trust. Another example occurs when a plastic 
surgeon unilaterally decides to remove a patient's mole while she is undergoing breast 
surgery. The patient yielded discretion to the surgeon, but the surgeon went beyond the 
purview of the discretion that the patient yielded. Patients allow physicians to use their 
best judgment to perform their tasks, but not to move beyond what the patient believes is 
in her best interest in a particular circumstance. 
Another pathology of trust occurs when there is a refusal to use discretion at all. 
One thinks more of mutual predictability than trust when considering the friend who 
remembers another's birthday because she gave the bank a standing order to send flowers 
on that date every year. Such use of an automatic pilot ignores the judgment that is 
crucial to contributing to someone's good will. When a timid administrator refuses to 
make the difficult choices involved in budget cutting and chooses instead to spread the 
cuts evenly across all departments, this is a kind of an abdication of duty, a breach of 
trust.107 
Another situation of problematic trust occurs when one asks another to live up to 
her trust when what is really happening is that she is relying on her power to punish 
anyone who fails her. For example, consider the parent who reluctantly lets the child 
borrow the family car and accompanies it with the threatening outburst, "I am trusting 
you!" Trust is a matter of trusting the recipient of the trust to use the discretion 
appropriately out of her own good will and judgment. An entrusted act does not occur 
under a threat. That is an action that results from coercion. 
Important to the discretion and trust is a predisposition to flexibility and 
forgiveness. When a truster determines if an act constitutes a failure to meet trust, she 
106Baier,"Antitrust,"p. 236. 
107Baier, Tanner, p. 119. 
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should take into account the motives and character of the trusted, trying to focus on the 
good side. There should be tact and a willingness to forgive on the side of the truster and 
acceptance and forgiveness on the side of the trusted.108 To elucidate this notion, Baier 
uses the Updike story called "Trust Me," in which a father lovingly bullies his three year- 
old son Harold into jumping into the deep end of a public swimming pool, where the 
father waits to catch him. "It'll be alright, just jump into my hands" encourages the father. 
The child trustingly jumps and misses the catch. The father fishes his coughing, 
spluttering child out of the pool. While comforting his son, the mother approaches the 
father and slaps the man on the face loudly, next to the child's ear. The following excerpt 
continues the tale: 
His mother's anger seemed directed at him as much as his 
father....Standing wrapped in a towel near his mother's knees while 
the last fragments of water were coughed from his lungs, Harold 
felt eternally disgraced.... He never knew what had happened.... 
Perhaps Harold had leaped a moment before it was expected, or 
had proved unexpectedly heavy, and thus slipped through his 
father's grasp. Unaccountably, all through his growing up he 
continued to trust his father; it was his mother he distrusted, her 
swift sure-handed anger.109 
Because the child trusted that his father's efforts meant no harm and meant instead 
to lead him through a new learning experience, Harold was able to forgive his father after 
the unfortunate incident. Although his mother had presented him with no physical harm, 
Harold ironically lost trust in his mother because of how swiftly she doubted and 
punished her husband. Because of her anger, she did not allow space for discretion and 
forgiveness, which threatened Harold's ability to trust her after the accident. 
108Baier, "Antitrust," p. 238. 
109John Updike, "Trust Me," Trust Me. 1988, p. 3. 
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Consider one further complication of trust, namely excessive secrecy. Although 
secrecy brings about group cohesiveness and guards against oppression, secrecy can also 
be used to cover up abuses of power. This may invite further abuses. Also, secrecy can 
shield or contribute to violence, deceit, and infidelity. As Sissela Bok observes, "Doubts 
about a profession grow to the extent that any of its guidelines and regulations are 
perceived as going against the fundamental moral constraints--" say to protect clients who 
are themselves untrustworthy or to promote self-interest of the professional.110 
Bok's discussion hints at the important relationship between trust and knowledge. 
It suggests that there is a crucial balance between the amount of information that someone 
needs when deciding whether to trust and a willingness to forgo some of this information. 
Without any information about a person, it may be hard to trust her. However, in the 
circumstances that people most depend upon others, they are often most vulnerable. 
People are most dependent upon others when they have the least information or chance to 
process it. 
Necessary Conditions for Trust 
The previous discussion directs the reader toward certain characteristics that are 
crucial to the understanding of trust. The first is that trust and distrust ar& feelings, 
feeling responses to how one takes one's situation to be, resulting in either a pleasant 
feeling of comfort or in anxiety. Trust is not limited to a rational, conscious cognitive 
process. According to Baier, trust and distrust are what Hume calls "impressions of 
reflexion."* 111 Put another way, trust is not only "a personal activity," but it "requires 
social support and commitment. To be trusted, one must first trust. Trust, then, is a 
cognitive belief and emotional commitment, with an attitude of expectation, that leads to 
110Bok, "Lawyers," p. 921. 
111 Annette Baier, Tanner, p. 111. 
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a course of action designed to reduce risk and uncertainty in situations of risk and 
uncertainty."112 
The belief regarding the will of one towards another is in itself a good that is not 
merely instrumental. The pleasure is not mere pleasure but is part of an important 
good.113 However, as discussed before, there can be a certain degree of willingness and 
choice that factor into trust, depending upon the scenario. Historical information can 
factor in as evidence when determining whether someone is worthy of trust. One often 
has more confidence in one's own observations, interpretation and common sense than in 
those of others. Often one sees one's own observations as more reliable, sensitive, and 
relevant to the situation than the observations of others.114 One can use evidence to 
anticipate future actions. 
Most likely, the will and choice regarding trust will entail deciding whether to 
make oneself vulnerable to another. The truster allows, or if unwilling, is at least subject 
to, a degree of vulnerability and risk. When trusting, one acknowledges and accepts some 
level of unpredictability. However, to gain the benefits of trust, one allows for a 
"renunciation of guard," as Baier puts it. When trusting people, one is not constantly 
monitoring them. "We renounce our ability to keep track of, let alone to control, what 
they are doing with what matters to us."115 However, some unpredictability is a basic 
112Gerald L. Higgens, "Trust: The Matrix of the Health Care Enterprise," Humane Medicine, 8, 1992, p. 
292. 
113This distinction echoes the philosophical difference between instrumental and inherent goods. An 
instrumental good is good because it leads to a more important endpoint. For example, keeping a promise 
is instrumental to maintaining a commitment to truthtelling and loyalty, whereas truthtelling and loyalty may 
be considered the essential, inherent goods. Some may say that the pleasant feeling associated with an 
ability to trust is instrumental to the important good of maximizing pleasure. Others would say that the 
fulfillment associated with trust is a part of the inherent good that is part of the characteristic and essential 
good of trust. 
114Govier, "Epistemology," p. 161. 
115Baier. Tanner, p. 145. 
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component of life, especially of living with other people who have the potential to affect 
one's plans and opportunities. There may be situations in which the risk is so subtle that 
one reduces her guard, but she may not do this voluntarily or consciously. Through the 
will to survive, people are consistently in positions where they are vulnerable to the 
power of nature and each other. 
Another major aspect of trust is interdependence. Even in the Prisoner's Dilemma, 
the outcome of each prisoner's conversation with the police depends upon the other's 
answer. When people depend upon each other in important ways based on altruism, love, 
or other forms of good will, it is "thick trust." Others define trust as mutual willingness 
to cooperate without such a degree of dependence upon good will. This would be a 
"thinner" type of trust. For example, one may consider situations in which people need to 
cooperate with each other to satisfy each of their interests. If two people both want to 
row across a river, it is in both of their interests to cooperate and paddle together. This 
would be mutual risktaking as necessary for cooperation. Cooperation is characterized by 
actions between two individuals in which each party engages in risktaking. In trust, 
motive becomes much more important because trust involves a more fulfilled vision of 
the interaction. Trust also involves an emotional component, a disposition to trust and 
place oneself in vulnerable position with understanding that other is acting out of good 
will or at least lack of ill. As the degree of conflict of interest rises, however, trust is 
necessary for entering into cooperative relations. Otherwise neither will be willing to risk 
losing what she would put into the relationship.116 Interdependence, like vulnerability, is 
necessary but not sufficient for trust. 
The final major factor in trust is discretion. According to Baier, the focus of trust 
is the giving of discretionary powers to the trusted. When this occurs, the person doing 
the trusting will let another use her best judgment to decide how, on a given matter, to 
116Held, p. 68 
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best advance the welfare of the person who trusts her. That person is willing to delay the 
accounting for a while. The truster must be willing to wait and see how the trusted has 
advanced one's welfare with a disposition toward flexibility and forgiveness.117 The 
truster uses discretion in determining what to entrust, how to entrust it, and when to 
withhold such trust. Discretion also involves a predilection to contribute to someone's 
good will, without acting on behalf of someone simply because they are under threat to do 
so. The trusted then uses discretion, without full vigilance and constant checking by the 
trusting, to determine how to care best for what is entrusted. This involves a 
"renunciation of intelligence" by the truster.118 When one trusts someone to do 
something, one does not stand over the other's shoulder constantly assessing her 
performance to ensure that she is acting in the expected manner. By allowing trusted 
others to act outside our view, we put ourselves out of power to monitor the actions of the 
others and so renounce our intelligence in this regard. Without knowledge of others' 
actions, we lose a degree of control over the situation. 
The next chapter will continue to explore how trust functions in people's everyday 
lives by understanding the different levels upon which trust functions, whether personal 
or systemic. 
117Baier, Tanner, p. 117. 
118Baier, Tanner, p. 145. 
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Chapter 4: Levels of Trust 
With an enhanced understanding of the fundamental aspects of trust as gained 
from its phenomenology and the conditions necessary for its existence, one can outline 
various levels in which trust functions in personal relationships. These concepts can 
inform a notion of trust that cuts across all levels of human experience. These levels of 
trust include self-trust, existential, epistemological, social or role-defined, relational, 
institutional, and societal or systemic. Many of these levels interact with and have an 
impact on each other. 
Self-Trust 
"Just trust yourself, then you will know how to live." Goethe, lb, 
Mephistopheles and the Student, Faust 
Govier describes self-trust as a necessary condition both of autonomy and of self- 
respect.119 It consists of a) having positive beliefs about one's own motivations and 
competence, b) seeing oneself as a person of integrity, c) being willing to rely or depend 
upon oneself, accepting risks attendant on one's own decisions and one's vulnerability to 
their consequences, and d) having a general predisposition to see oneself in a positive 
light. 
Govier describes a study by psychologist Doris Brothers who researched trust 
disturbances among young women who had been victims of rape and incest. She found 
that as a result of the experiences, many of the women distrusted themselves. They 
blamed themselves for what had happened to them. They believed that blaming others 
would have been "immoral and threatening."120 If they lost trust in others and the world 
119Trudy Govier, "Self-Trust, Autonomy, and Self-Esteem," Hypatia, 8, 1993, pp. 99-120. 




around them, survival would be exceedingly difficult. Instead, the women blamed 
themselves, and, in doing so, rendered the attacks intelligible. The women preserved a 
tolerably positive sense about other people and the world around them. In their efforts, 
"self-distrust was a means of preserving trust in others." 
According to Brothers, these women had lost a sense of competence, as defined 
by self-control and release of self-control on appropriate occasions.121 Also lost were 
adaptability, flexibility, sound judgment, and good sense. The women’s experiences 
hindered their self-acceptance. In other words, they had trouble valuing themselves and 
sensing that their motivations and actions were worthy. 
Self-trust, by giving people confidence in their own opinions and judgment, can 
form a basis upon which they can allow themselves to trust others. Although the women 
in Brothers' study sacrificed self-trust to trust others, often times "we need to trust 
ourselves in order to preserve our trust in others."122 When deciding whether to enroll a 
child in a particular school, a parent must gather information and make judgments about 
the place and its faculty. Based upon his own values, his memory, his own sense of 
character, his interpretations of available evidence, the parent must trust his own 
judgment about whether to trust the institution to educate and protect his child 
appropriately. 
Of course, as Govier points out, "we should not be so confident of the rightness of 
our own observations, memories, beliefs, and values that we refuse to examine them 
critically or to hear counter-evidence."123 A small degree of self-doubt or mistrust in our 
own beliefs is healthy in preserving our openness to each other. To trust others or learn 
121 Doris Brothers, Trust Disturbances in Rape and Incest Victims. Doctorai Thesis, Yeshiva University, 
New York, 1982, cited in Govier, "How We Trust." 
122Govier, "How We Trust," p. 147. 
123Ibid.. p. 149. 

from others, one must have enough self-trust to have confidence in his ability to judge 
and appreciate the others. However, the self-trust cannot be absolute. 
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Existential 
As fundamental as self-trust, existential trust depends upon our willingness to take 
the risks necessary to participate in society. Simply because of living in a world 
consisting of others, people are immersed in a world of uncertainty and vulnerability. 
Jean-Paul Sartre describes the experience of receiving the look of "the Other." 
"Let us imagine that moved by jealousy, curiosity or vice I 
have just glued my ear to the door and looked through a 
keyhole....But all of a sudden I hear footsteps in the hall. 
Someone is looking at me! What does this mean? .... My 
possibility of hiding in the corner becomes the fact that the 
Other can surpass it toward his possibility of pulling me out 
of concealment, of identifying me of arresting me...The 
appearance of the Other... causes the appearance in the 
situation of an aspect which I did not wish, of which I am 
not master, and which on principle escapes me since it is 
for the Other... Through the Other's look I live myself as 
fixed in the midst of the world, as in danger, as 
irremediable. "124 
The actions of one can affect the action of another. Chaos can erupt during a 
basic trip to work for an infinite number of reasons. These range from a terrorist bomb to 
a car accident to one driver deciding to drive quite slowly in front of another. People are 
vulnerable to this unpredictability and depend on others to perform in certain ways. 
"Trust as 'social glue' (a sociologist's phrase) depends upon this unreflective pre-logical, 
or pre-judgmental acceptance and confidence. This background unreflective trust is more 
important in many ways than the discrete self-conscious trust we place in a specific 
person in a concrete situation."125 In these less conscious situations of trust, even if one is 
124Jean-Paul Sartre, Being and Nothingness: A Phenomenological Essay on Ontology. 1956, pp. 355, 359. 
125Trudy Govier, "An Epistemology of Trust." International Journal of Moral Studies. 8, 1993, p. 156. 
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not actively asking for the good will of others, he certainly asks to be able to believe that 
he is safe from harm. This resembles the subtle forms of trust, reliance, and dependence 
that the Prisoner's Dilemma explored. 
Infantile 
Existential trust is closely related to infantile trust, which is more automatic, 
unconscious, primitive, and basic. Erik Erikson, in describing his vision of psychosocial 
development, writes of basic trust as the first of eight crises that an individual faces 
during life.126 By learning to trust the mother as provider of warmth and food, the infant 
establishes enduring patterns and an awareness of the environment that will shape all 
future relationships. The child also learns about causality. By crying and signaling 
hunger, the infant learns to elicit a response from his mother. Through the coordination 
of the acts of giving and receiving, the infant and mother learn how to affect each other's 
environments to develop and maintain reciprocity. 
For Erikson, basic trust is the cornerstone of a healthy personality as the child 
develops a sense of trust in existence. The infant will develop "pre-judgment attitudes" 
that provide the predisposition and "the very capacity to trust."127 If a lack of regularity 
or some other failure in the provision of basic needs causes a breach in the potential trust, 
then the infant may develop distrust. This distrust may shadow future relationships. Like 
self-trust and existential trust, infantile trust exists predominantly on a non-conscious 
level. 
126Erik H. Erikson, "Growth and Crises of the Healthy Personality," in Symposium on the Healthy 
Personality, ed. Milton J.E. Senn, 1950, p. 101. 
127Baier, "Trusting People," p. 146. 
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Language and the Epistemological Level 
Once people develop a sense of fundamental trust in themselves and the 
environment around them, they can establish the basis for interaction with other people. 
To communicate with each other, people develop a fundamental trust in language and the 
meanings that words convey. Like the types already described, this level of trust is basic 
and does not usually function on the conscious level. 
Learning language itself provides a challenge to trust. In fact, any learning 
depends upon trust. One must trust one's teacher until one can see for himself why the 
teacher's recommendation is the best course of action. One's teacher trusted his own 
teacher, and so on. This point which will be developed more completely in the next 
chapter. Without an ability to have confidence in the meaning of what one says, no one 
would be able to learn a language. Understanding a language depends upon creating 
connections between a particular term, a referrent, and the thing to which the term refers. 
If what a speaker says is not true, then there would be no way to establish the consistency 
of meaning of the referrent. In such an unstable environment, linguistic errors go 
uncorrected. If one calls a cat a "dog," then the listener would not learn the proper 
meaning of the word "cat." The power of language for communication would deteriorate. 
People need to be able trust each other to some extent to learn language as a 
means of interacting.128 A medical student must possess a degree of trust in his teacher 
during a lecture on physiology. When the student encounters large amounts of new 
terminology, he must trustingly incorporate the words into his lexicon to communicate 
meaningfully with his colleagues. A patient must have a degree of trust in the physician 
to learn what the physician means by "cancer" or "inflammatory bowel disease." With 
that information in hand, the patient is able to incorporate that meaning into his world 
128C. A. J. Coady, "Testimony and Observation," American Philosophical Quarterly. 10, 1973, pp. 152-4, 
cited in Mark Owen Webb, "Why I Know About As Much As You: A Reply to Hardwig," Journal of 
Philosophy. 90, May 1993, p, 269. 
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view. He can begin to understand how this new information will affect his life. 
Similarly, to maximally understand a patient, the physician must trust and learn the 
language of his patients, whether by trying to understand basic words of a foreign 
language or by trusting the patient's use of slang words. This information can help the 
physician understand anything from the patient's physical condition to his level of 
substance abuse. 
Besides trusting a common usage of language, to talk meaningfully to a partner, 
one has to believe that the other will not distort what he says, use it against him, or betray 
him to others. To succeed at basic levels of conversation, there must be a certain basic 
level of trust.129 Trust in communication affects all other human interactions that depend 
upon such interaction. People trust each other to play along with unformulated norms of 
speech, which form a tough pervasive web that can be used to strengthen other forms of 
trust. 
Similar to the spoken word, gestures and other signals demand similar trust and 
honesty for their proper use. Consider the social importance of such widespread gestures 
as the friendly handshake. Baier describes the handshake as the "sacred secular symbol of 
reciprocal trust in reciprocal services."130 A handshake symbolizes the mutual 
vulnerability that becomes a basis for trust in any human interaction in which we depend 
upon others. The Romans had an arm shake, grasping at the elbow and immobilizing each 
other's right arms in a mutually disempowering gesture. The secular oath implicitly 
expressed may be "Should I prove faithless, then may my right hand lose its cunning, as it 
has at this moment in your hand's grip."131 When one grasps the hand of another, he 
limits the ability of both to strike a blow. How does one know that the other will not 
129Trudy Govier, "Trust, Distrust, and Feminist Theory," Hypatia, 7, Winter 92, p. 30. 
130Baier, Tanner, p. 169. 
131Ibid., p. 169. 
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crush the hand? He cannot know. According to Baier, a handshake is for two 
approximately equal individuals who are ignorant of the details of each other's 
motivations. However, through the action, a natural social practice can help enhance the 
environment for trust for more contrived social practices. More explicit trusting rests on 
these more primitive ones, like basic gestures and eye contact. Trust increases with 
improving familiarity and use of these motions. 
Formalized Social Trust: Promise, Fiduciary, and Role 
The aforementioned types of trust form the basic environment in which each 
individual exists, interacts, and communicates with others. Each of these forms is not 
fully conscious. It is important also to consider the types of trust that depend more 
completely on conscious choice or intention. Often times a choice to make oneself 
vulnerable to another depends upon layer upon layer of unconscious motive and 
experience that shapes one's own ability to trust. A decision to participate in a contract or 
promise depends upon the prior existence of less artificial and voluntary kinds of trust. It 
is important also to remember the limitations of thinking of trust as an action or decision 
that involves free and conscious choice. 
Intentional trust, as opposed to the previously described types, requires an 
awareness of one's confidence that the trusted will not harm the truster.132 The archetypal 
example of such a situation is that in which a person makes a promise to another. This is 
another level of trust that forms a foundation for deeper and richer interactions and forms 
of trust between individuals. Hume wrote that a formal contract or promise should not 
replace the "more generous and noble intercourse of friendship and good offices" that are 
more a matter of spontaneous service responded to by a "return in the same manner."133 
132Baier, "Antitrust," p. 235. 
133Ibid., p. 243, citing Hume. 
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As an extension of handshake, an oral promise carries great weight in our society. 
It is a formalized encounter in which one party acknowledges his dependence upon the 
other and in which that party trusts that the other member will successfully complete the 
promised task. A promise is a social device more often used between two non-intimate 
persons who are approximately equal in power. They can both affect the rules and 
circumstances of the promise. Through the promise, the promiser subjects himself to the 
risk that if he fails, others may not trust him in the future.134 Through the promise, one 
can at will accept this sort of invitation to trust, whereas, generally, one cannot will 
himself to trust. 
A promise is the basic form of artificial formal devices to allow for cooperation 
between mutually suspicious, risk averse strangers. As one form of contract, it allows for 
a certain level of security for the trusting person. In such cases, he can trust with 
decreased vulnerability because of the limitations and conditions of the promise or 
contract. However, people cannot function completely upon promises or contracts. The 
explicitness of contracts works only insofar as one can predict the contingencies of a 
given situation. Given the complexity of everyday life, people cannot create lists of all of 
the possible outcomes and alternatives of their interactions. When a person thinks about a 
friend of his, he cannot list each of the possible outcomes of their interaction. "I would 
not write a contract saying that you will not blow me up."135 For the other relationships 
in life, people depend upon trust instead of and beyond promises and contracts because of 
the "indefiniteness of what we are counting on them to do." 
Besides promises and contracts, other forms of formal devices of cooperation 
exist that form part of the fabric of interpersonal trust. Some relationships have 
formalized duties and obligations arising out of their very nature. One example of this is 
134Ibid.. p. 245, citing Hume. 
135Ibid., p. 250. 
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the fiduciary relationship. The physician-patient relationship, the lawyer-client 
relationship, and the clergy-layperson relationship all fall under this category. The 
physician-patient relationship will be used to explicate the meanings of the fiduciary. 
The basis of the physician-patient relationship is that the former is a professional 
who is learned, skilled, and experienced in those subjects about which the latter ordinarily 
knows little or nothing. However, those subjects are of vital importance and interest to 
the patient because they affect his health, life, and his family. Because of this knowledge 
imbalance, the patient must place "great reliance, faith, and confidence in the professional 
word, advice, and acts of the physician or other practitioner... Being a fiduciary 
relationship, mutual trust and confidence are essential."136 The fiduciary's duty requires 
that actions be taken for the benefit of the patient. The physician assumes that the patient 
promises to comply to doctor's orders and disclose information as necessary so that the 
doctor can complete his task adequately. The exact nature of the relationship may vary, 
but the "overriding duty of the fiduciary is loyalty."137 The duty is to be fulfilled by 
acting in ways consistent with and supportive of the loyalty. 
From this relation of trust and confidence, the physician has the peculiar duty of 
good faith and fair dealing. This duty includes not only professional exchanges with the 
patient, but also to other transactions between the two. Physician and patient may make 
other contracts or exchanges. However, the trusted must not take advantage of the 
relationship to reap a benefit that any other purchaser or recipient may not have had. 
Consider an example in which a physician provides a patient with certain care, and the 
patient pays the bill, but in addition gives the physician a gift. It is possible for the 
13661 Am Jur 2d. SS166, p.298. 




physician to take advantage of his relationship with the patient to receive other gifts or 
benefits. A court may scrutinize a gift given from a patient to a physician on this basis. 
Although the fiduciary creates more formal responsibilities on one participant in 
the relationship than the other, in this case the physician more than the patient, the 
fiduciary responsibility demonstrates one type of formal social construct that creates 
obligations between individuals. The fiduciary relationship and the obligations that it 
involves allow two parties to cooperate with some sense of common understanding of 
their relationship and roles. This understanding can provide the basis for developing trust 
in a particular individual because of his role as fiduciary. 
Although roles themselves can provide a basis upon which trust can grow, the 
trust that arises from the formal construct must be tempered by how a given individual 
fulfills his role. When someone is deciding whether to make himself vulnerable to 
another, he considers the role that the individual is playing. The role can allow a person 
to trust in an individual because of the status inherent in the role. In deciding to make an 
appointment to see a physician for a bad cough, one realizes that any physician has certain 
qualifications and duties that arise simply from his role as physician. One can have 
confidence that he has completed a certain level of training and displayed competence in 
a way that led the governing organizations to grant him a license to practice. One knows 
that legal and ethical regulations guide the physician's behavior, including his fiducial 
obligations. 
However, there is a level of trust that functions beyond understanding the 
individual within his role, and this level involves understanding how the individual acts 
within the boundaries of the role. Despite the status trust that one might earn because of 
his role, there is a separate level of merit trust that the individual must earn in his role. 
Williams' distinctions of macro- versus micro-motivation illuminate these differences. 
Macro-motivation may be more socially or role defined. One trusts the pilot's 
motivation to get the plane safely from place to place. Micro-motivation considers the 
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context and peculiarities of different individuals and situations. One may have less 
reason to trust the particular pilot who staggers toward the gate and has alcohol on his 
breath.138 One might have similar hesitations about a physician who has alcohol on his 
breath or one who has a bad reputation according to the patient's friends. 
When making a personal decision regarding trust in a particular context, people 
make judgments based upon what a person has said or done. Useful evidence arises from 
personal experience or evidence conveyed by already trusted individuals. 
When trusting others, one can trust them in a narrow sense. A person trusts X to 
perform act Y. More broadly, a person can have absolute confidence in X's good faith. 
The narrow sense occurs when one trusts another minimally to fulfill the duties of his 
role. Many times, however, people desire a person to go beyond minimalism. Many trust 
not only that their primary care physicians will prescribe the right medicine to treat a 
cough. They also trust that their physicians will care of their patients as individuals. This 
means taking care of the whole patient as person with an attitude of good will. Others 
focus on the trustworthiness of the individual as a whole. Especially significant for 
trustworthiness are honesty, sincerity, promise-keeping and other forms of loyalty, 
reliability, dependability, competence, and concern for others. These factors can provide 
an overall sense of character, which one can then project onto the circumstances of 
concern to him.139 Some might be concerned about a clinically excellent physician who 
cheats on his wife. Some might say that this detracts from his overall character. Of 
course, the more areas in which a person trusts someone, the more the trust can be 
damaged. If a doubt arises in one area of conduct, doubt can spread to other areas of 
conduct. On the other hand, positive evidence in one area may have a reinforcing effect 
138Williams in Gambetta, p. 10. 
139Govier, "Epistemology," p. 162. 
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on perceived trustworthiness. "Confidence in one area may characterize all dealings 
which constitute a relationship."140 
In summary, one can trust another in a limited way by trusting a person to fulfill a 
role. In this case, the role determines the obligations. Often a person may focus on the 
particulars of a given individual and situation in deciding whether to trust an individual 
who is in a certain role. By trusting in this narrow way, people allow the trusted latitude 
and discretion only in certain areas, for example only in limited medical area. Others may 
choose to yield discretion more broadly, and trust in the individual's good will toward the 
truster. This may be how some think of their long term relationships with a trusted 
physician. In this circumstance, the truster can expect something beyond minimal but 
competent medical care. 
There is another level in which trust functions regarding roles. This occurs when 
people focus on the trustworthiness of the individual beyond the boundaries of the role. 
This level is less dependent upon the inherent duties of the role. 
People may make judgments based upon their individual criteria for what one 
values in a physician. Different level of illness, dependence, socioeconomic status, and 
financial security may lead one to prioritize differently when deciding whether to trust a 
particular individual. One may focus mostly on competence when looking for someone 
to perform a brief and low risk procedure, for example, an ingrown toe nail removal. 
However, when a person has a more severe level of illness or continuing need, individual 
competence in that particular specialty and personal trustworthiness may play a more 
substantial role. 
140H. J. N. Horsburgh, "The Ethics of Trust," The Philosophical Quarterly, 10, October 1960, pp. 343-54. 
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Systemic and Institutional Trust 
Beyond fundamental and unconscious levels of trust, beyond individual 
interpersonal relationships, trust functions at the level of systems and institutions. At any 
of the aforementioned levels, Baier notes that "when things go well, there can be trust and 
mutual trust; when the system is faulty, or its human operators incompetent or lacking 
good will (and the system must be faulty if such persons find and keep places within it), 
then distrust will be appropriate." Baier goes on to say that unless the system is so 
vicious that the victims of untrustworthiness do not realize that they are victims, the 
system "will eventually be disrupted by creeping distrust."141 
Systems are often designed to minimize occurrences that would threaten trust. 
Consider the United States government. The Constitution provides checks and balances 
that allow accountability, stability, and flexibility. Judicial, executive, and legislative 
branches work together and balance each other to provide a functioning and effective 
government. Changes in one part of the system can affect other branches, including 
executive orders, Constitutional amendments, and Supreme Court rulings. Some 
mechanisms exist to prevent abuse of power. These include the twenty-second 
amendment that limits presidential terms to two, and the ninth and fourteenth 
amendments that guarantee important rights and freedoms for individual citizens. 
Despite these inherent systemic mechanisms, the effectiveness of the government and its 
overall trustworthiness has recently deteriorated. Yet, the system is perceived as worse 
than the people who function within it. The first chapter described the different levels of 
trust that people feel in Congress and the moderately higher levels of trust that they feel in 
their individual Congresspersons. The reasons involved in this loss of faith are much 
beyond the scope of this paper. 
,41Annette C. Baier, "Alternative Offerings to Asclepius?" Medical Humanities Review. 6, 1992, pp. 17. 
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One can see many similarities between the government and the health care 
system. One may not have faith in the medical-industrial complex,142 or in the Veterans 
Administration, or health maintenance organizations, but one may still trust his own 
physician. The public endows the medical profession with a trust that is balanced by 
legal monitoring, self-regulation by such organizations as medical societies, and market 
forces. 
Because the physician has traditionally acted as the patient's loyal advocate, some 
worry that health care delivery structures will undermine trust between physician and 
patient by transforming these actors into adversaries in a struggle between proximate 
economic rivals.143 As Baier noted, "trustworthy people are to be expected only to the 
extent that the roles we have given them to play are trustworthy roles."144 If the roles and 
environmental incentives discourage trustworthy behavior, it will be more difficult for 
those who want to act appropriately to do so. Through restrictive gatekeeping, 
physicians may act according to financial incentives to limit care to individual patients for 
either the physician's own benefit or the good of other patients. This arrangement 
shatters the central expectation of physician loyalty, deeply disturbing trust within a 
particular physician-patient relationship. In this way, the system will have a huge impact 
on individual interpersonal or role-defined fiduciary relationships. Conversely, a poor 
interaction with a gate-keeping physician may lead a person to mistrust any system that 
leads to gate-keeping, whether or not the gate-keeping had any impact on the poor 
interaction. More will be said about these issues in later chapters. 
142A term introduced Arnold S. Reiman, "The New Medical-Industrial Complex," New England Journal of 
Medicine, 303, 1980, pp. 963-70. 
143Donald P. Sulmasy, "Physicians, Cost Control, and Ethics," Annals of Internal Medicine, 116, pp. 920-6. 




Beyond trust of individuals and systems, people may develop a sense of trust or 
mistrust of society as a whole. Although this harkens back to the existential trust 
mentioned earlier, societal trust focuses on society-wide forces that lead a person to trust 
or not. According to Virginia Held, such groups as disadvantaged women and non-whites 
may have justified reason for mistrust in society. The Constitution does not guarantee 
such basic rights as shelter, food, employment, and medical care. Combined with the 
basic unjust distribution of such goods in society, there is a real reason for mistrust in the 
American social system.145 Societal structures prevent a just distribution of the necessary 
components of a decent life and adequate self-development while making it possible for 
those with far more than they need to maintain the inequity. In such circumstances, 
generalized trust will be difficult to justify in the eyes of those who are disenfranchised 
from society's benefits. 
The mistrust of society may color many interactions between individuals. Racism 
is one example of a societal construct that may affect trust on the systemic and 
interpersonal level. Racial and social-level mistrust can carry over into individual 
relationships and hinder their proper functioning. In one study, the investigators 
assigned African-American clients to both black and white counselors to study the effects 
of cultural mistrust on counseling expectations. The investigators then assessed the 
clients on scales of trust to determine how trusting they were of their environments and 
those around them generally. When assigned to a white instead of an African-American 
counselor, certain African-American clients who were found in the preliminary studies to 
be highly mistrustful in general expected the counselor to be less accepting, trustworthy, 
and expert. They also expected less in terms of the counseling outcome. When African- 
I45Held, p. 77. 
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Americans of high levels of distrust were placed with African-American counselors, the 
racial dimension that would interfere with the same effort of white counselors was 
minimized.146 
Based upon previous experience, some of the African-American clients felt that 
they had found little reason to trust white people. These attitudes carried over 
significantly to other contexts. Systemic racism combined with specific interpersonal 
encounters to create a strong mistrust of society as well as white individuals. Despite 
their roles as counselors, the salient feature that led to mistrust of the counselors was race, 
not the counselor's individual actions nor how they had fulfilled their professional 
obligations in the past. 
Julian Rotter's early work on trust supported the notion that socioeconomic 
position in society was a factor in a person's ability to trust. By studying high school 
students and correlating the results of surveys with the parents' socioeconomic groups, 
Rotter found that "data on socioeconomic status more or less follow the expected 
progression for more trust at highest socioeconomic level to less trust at the lowest 
socioeconomic level."147 More recent studies have challenged Rotter's findings.148 
The Web of Levels 
The levels of trust range from unconscious to conscious, and from self to societal. 
They are woven into a complex web. When defining the level of trust in any relationship, 
the complicated social, cultural, and psychological network deeply affects the individuals 
146C. Edward Watkins, Jr. and Francis Terrell. "Mistrust Level and Its Effects on Counseling Expectations 
in Black-White Counselor Relationships: An Analog Study," Journal of Counseling Psychology, 35, 1988, 
pp. 194-97. 
147Julian B. Rotter, "A New Scale for the Measurement of Interpersonal Trust," Journal of Personality, 35, 
1967, pp. 651-55. 
148Robert Sawyer, Richard Pasewark, Frank Davis, and Bernard Fitzgerald, "Relationship of Rotter's 
Interpersonal Trust Scale and Social Class," Psychological Reports. 32, 1973, pp. 989-90. 
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and systems involved. Trusting, whether conscious or not, depends upon the interaction 
of a given individual or institution and the multitudinous levels of trust that may have an 
impact on an attitude of trust. Trusting then, conversely, has an impact on the involved 
individuals and institutions in a dynamic, ever-evolving expansion and contraction of 
trusting relationships. 
As each of the levels of trust interacts with and affects each other, some levels 
may be more important as indicators or effectors of trust than others. According to 
Niklas Luhmann, system trust ultimately depends upon personal trust.149 It may be very 
hard for a person who through personal experience finds very little reason to trust 
individuals, whether friends or family or salespersons, to be able to trust the institutions 
of society or society itself. As mentioned before, according to Erikson, infantile 
preconcepts of trust are also crucial in the development in the ability to trust in other 
individuals and systems. One might imagine that people who had no positive trusting 
relationship during childhood might find it difficult to develop a mature notion of trust 
that they could place in Congress or the health care system. 
Conversely, Durkheim noted that institutional trust underwrites interpersonal 
trust. Accordingly, as trust in common institutions erodes, one might expect that to some 
extent people would lose trust in other individuals as well.150 The relationships between 
the levels of trust are complex, convoluted, and deep. 
The last two chapters have developed a phenomenology and a structural 
understanding of the levels in which trust functions in everyday life. Before returning to 
the physician-patient relationship, it will be useful to consider the importance of trust. 
Building upon the clearer understanding of what is meant by trust and how trust works, 
the next chapter will examine the purpose of trust. 
149J. David Lewis and Andrew Weigert, "Trust as a Social Reality," Social Forces. 63, 1985, p. 975. 
150Emile Durkheim, The Division of Labor in Society. 1964, cited in Lewis, p. 974. 
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Chapter Five: The Purpose and Importance of Trust 
In a discussion about the reasons that people trust, it is important to remember that 
trust is not always a conscious choice. As previously established, trust derives from pre- 
conscious or unconscious cognitive elements, including infantile, existential, and 
epistemological foundations. Trust involves a strong emotional component. It is more 
likely an "impression of reflexion" as Hume called it than a fully deliberate, intentional 
choice.151 The impulse to trust depends upon previous experience and available 
evidence, but it is not a conscious choice. 
Beyond these impulses, one can make a conscious decision whether to make 
herself vulnerable to someone or something else. She depends upon her self-trust and 
judgment to weigh available evidence to help her determine when it is appropriate for her 
to take such risks. Her judgment also tells her when it may not be worth the chance. 
Gambetta recognizes that previously established trust itself affects the information 
that a person considers in determining whether to extend trust. While it is never that 
difficult to find evidence of untrustworthy behavior, it is virtually impossible to prove its 
positive mirror image.152 As a result, one can think of trust as "a peculiar belief 
predicated not on evidence but on the lack of contrary evidence."153 Such a state is 
acutely vulnerable to deliberate destruction. 
Despite the sense of clarity that people seem to have regarding how positive and 
negative information affects our disposition to trust, the relationship between available 
evidence and trust may not be as logical as it seems. In the Gambetta volume, David 
Good discusses the importance of preconception in formulations of trust. Some people 
151David Hume as cited in Annette Baier, Tanner, p. 111. 
152Luhmann, 1979. 
153Gambetta, p. 234. 
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might prefer to think of themselves as rational beings that are able objectively to assess 
evidence and have it fairly affect hypotheses about the way they view the world and those 
around them. However, studies find that people have strong confirmation seeking bias 
and will even ignore contradictory evidence in failing to seek (and see) disconfirmation. 
In other words, sometimes people trust despite contrary evidence. 
One psychological study cited by Good provided participants with a series of three 
numbers. The player had to try to guess what rule was determining the pattern of 
numbers. After a guess at the rule, the investigators presented the player with a new 
series of three numbers to provide more evidence for ascertaining the rule. As the game 
went on, the player might repeat a rule that had already been proven wrong or guess rules 
that obviously contradicted previous knowledge. Based upon the study, Good concludes 
that once certain ideas are imbedded in one's mind, she has an "inability to recognize 
disconfirmation for what it is."154 One interpretation is that such constant computation is 
not cost free, reflecting a "cognitive inertia" that may just as easily apply to interpersonal 
relationships.155 This can help account for the way that people ignore some lapses in trust 
by those they favor. However, if a clear and horrible breach occurs, it may fatally 
undermine trust. However, the converse is not true: it takes much more than one clearly 
trustworthy act to convert a person from one who is not trusted to one who is trusted. 
This discussion establishes that a major function of trust is the "reduction of 
complexity."156 Due to the complexity of everyday life in a modern society, one can see 
that unexpected events or the actions of others may disrupt any plan. In planning for the 
future, if one were to consider every possible contingent future, the future would appear 
so complex that rational planning would be impossible. To reduce the complexity, one 
154Good, p. 40. 
155Good, p. 41. 
156Niklas Luhmann, Trust and Power, 1979. 
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must reduce the number of possible futures. One way to do this is by predicting each 
outcome and allotting energy only to the more likely alternatives. However, this kind of 
planning is extremely costly in terms of time and resources. Instead, people trust. "...To 
trust is to live as if certain rationally possible futures will not occur. Thus, trust reduces 
complexity far more quickly, economically, and simply than prediction."157 By trusting, 
one eliminates from her mind the possible outcome that the trusted will take advantage of 
her vulnerabilities. Through her confidence in the trusted, she no longer has to worry 
about those negative outcomes. 
When a physician provides an exhaustive list of possible risks and adverse effects 
of a particular procedure or medication during the process of obtaining an informed 
consent, the patient may worry about each of the possible outcomes, regardless of severity 
or likelihood. However, if the patient has some level of trust in the physician, the patient 
can focus on only the more likely or more severe side effects, effectively eliminating the 
unlikely possibilities from her mind because the trust in the physician's statements that 
such outcomes are extremely unlikely. Similarly, if the physician has reason to trust the 
patient, the physician can more freely pursue an open discussion with the patient about 
risks and side effects. The more effective the communication, the more it minimizes the 
possible risk of a lawsuit in the case of an adverse outcome. Increased communication 
may also improve compliance, which may decrease the unlikely adverse effects. 
One can only predict that trust will be effective in reducing complexity when one 
can be certain that she has enough basis to predict the behavior of the other person. One 
cannot trust that a person will not hit them if the person is psychotic and not in control of 
her actions. Also, a person may not be able to predict the actions of another if she comes 
from a completely different culture that has a different structure of interpersonal 
interaction. "Trust can perform its complexity-reducing function when it is based either 
157Lewis and Weigert, p. 969. 
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upon a shared value system or the reasonable expectation that another will behave 
consistently in accordance with a given value system."158 
By reducing energy expenditures and complexity, trust increases a sense of 
predictability. In noting how predictability reduces stress, Good describes how knowing 
(or trusting) that someone else will act in a predictable way can have a positive effect, or 
at least help to mitigate negative psychological outcomes.159 Studies have established that 
extreme distrust is related to greater interpersonal distress, poorer adjustment, and 
antisocial tendencies. Problems may also occur in competitiveness, envy, resentfulness, 
vindictiveness, and lack of feelings toward others. Persons who measure high on trust 
scales report little interpersonal distress, but are also not measurably gullible or 
exploitable.160 The high truster may be seen as "happier, more ethical, more attractive to 
the opposite sex, as having had a happier childhood, and as more desirable as a close 
friend" than someone who is less trusting.161 
One positive effect that trust has on the person being trusted is the further 
encouragement to trust and be trustworthy. Horsburgh, who was strongly influenced by 
Gandhi, wrote of the promise of attempts to trust as "therapeutic trust." One deliberately 
puts trust in someone else even though that person is not fully trustworthy and may have 
indications of untrustworthiness. Through this action, the truster encourages a positive 
sense of an honest and reliable self in the other that may engender more trustworthy 
actions and attitudes.162 This is an example of a time when considerations such as love, 
,58Lawrence E. Mitchell, "Trust and the Overlapping Consensus," Columbia Law Review, 94, 1994, p. 
1928. 
159David Good, "Individuals, Interpersonal Relations, and Trust," in Gambetta, 1988, p. 35. 
160Michael B. Gurtman, "Trust, Distrust, and Interpersonal Problems: A Circumplex Analysis," Journal of 
Personality and Social Psychology, 62, 1992, p. 989-1002. 
161Julian B. Rotter, "Interpersonal Trust, Trustworthiness, and Gullibility," American Psychologist, 35, 
1980, p. 3. 
162Horsburgh , p. 346. 
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loyalty or role may intersect with epistemic considerations, meaning that other important 
values may outweigh damaging knowledge that one has about the person she is trusting. 
Despite evidence of untrustworthiness, one finds reason to make an effort to trust.163 
Therapeutic trust presupposes a belief in the possibility of stirring someone's conscience 
to an extent sufficient to affect her conduct. 
According to Horsburgh, therapeutic trust succeeds because it renders inoperative 
certain motives for dishonorable conduct. This trust attempts to bring into being 
relationships of moral support rather than regards for personal qualities. Because the 
truster is already aware of the limitations of the trusted, the trusted has less motivation to 
deceive to prove her worthiness.164 
Therapeutic trust has its risks because relationships based upon a belief in loyalty 
and affection are susceptible to abuse. Such relationships may end in disaster and taking 
advantage of others. Yet these relationships may also produce transformations of 
character. The beliefs of others provide the opportunity to act in a trustworthy way 
according to a high standard of expectations. With this encouragement, a person may 
grow into a new role of honesty and trustworthiness. Therapeutic trust is a moral 
challenge to the trusted person. The tendency to conform to the wishes of supportive 
loved ones only strengthens the motivation to change. 
David N. James agrees that trust may positively affect another's behavior, but he 
also suggests that it may encourage trustworthiness through the practice of trusting and 
trustworthy behavior. James writes "acting in an outwardly trusting and trustworthy 
manner generally creates trust. Indeed, usually it is through the practice of outward forms 
of virtue that we fully acquire virtues as inner traits of character."165 
163Govier, "Epistemology," p. 168. 
164Horsburgh, p. 349. 
165David N. James, "The Friendship Model: A Reply to Illingworth," Bioethics, 3, 1989, p. 142-6. 
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Another kind of therapuetic trust is the alleged clinical benefit to the 
patient. According to James, in medicine, trust is "both an inherent good and an 
instrumental good, because trust furthers the good of health."166 A trusting relationship 
may be crucial to medical practice because it helps to achieve the purpose of physician- 
patient interactions. Trust may be the basis of the placebo effect, which determines how a 
patient's psyche affects the outcome of her illness. A recent report claims that the placebo 
effect is most powerful when a trusted physician enthusiastically offers a patient a new 
therapy.167 According to some writers, "therapeutic trust persists over the ages as the 
magic in the practice of medicine."168 If the health care provider can engender trust by 
ritual, demonstration of strong belief, and by involvement of the patient in the care 
process, "the probabilities of favorable outcome are enhanced." 
Another major function of trust is its importance in gaining knowledge. The 
relationship between trust and knowledge is quite paradoxical, in that one trusts when she 
knows more. Yet when she knows less, the need to trust becomes more acute. Evidence 
aids the impulse to trust, and the more confirmatory information that one has regarding 
one's trustworthiness improves the justifiability of the trust. This is only the case when 
there is an absence of conflicting evidence. However, in situations in which there is little 
information at all about the situation, one is most vulnerable to others. Here, she depends 
most acutely upon those who have more knowledge and those favorably disposed to help 
her. 
166Ibid„ p. 145. 
167Alan H. Roberts, Donald G. Kewman, Lisa Mercier, and Mel Hovell, "The Power of Nonspecific Effects 
in Healing: Implications for Psychosocial and Biological Treatments," Clinical Psychology Review, 13, 
1993, pp. 375-391. 




People trust others when they are vulnerable because of lack of information. 
However, to gain any new information or learn, people also depend upon trust. In "The 
Role of Trust in Knowledge," Hardwig considers the development of new knowledge in 
the sciences as a case study for the environment of trust. He notes the rapidity of 
acquisition of new knowledge and the complexities of the method involved in such 
acquisition. Hardwig argues that in order for people to say that they have gained new 
knowledge, they must realize that the knowledge is based on certain kinds of 
relationships between people that depend on trust. One wants to have good reason to 
believe that the other scientist is telling us the truth about her experiment. She also trusts 
that the scientist is competent, conscientious, and has "adequate epistemic self- 
assessment."169 The trust in the testimony of others depends upon her trust in the 
character of the person who is testifying. If one depends upon unreliable people for the 
acquisition of knowledge, then "we have no alternative but to hold less rational 
beliefs."170 Through Hardwig's description, it becomes clear that knowledge depends 
upon morality, and epistemology also requires ethics.171 
Furthermore, if people have a presumption of distrust in such situations, they may 
need regulations and monitoring methods that may be "characteristically excessive in 
their detail and inflexibility."172 Society would need many monitors and much 
expenditure of time and energy. 
Distrust is also dangerous in the scientific community because it may hinder 
argument and dialogue, which are so important to the productivity and growth of these 
169John Hardwig, "The Role of Trust in Knowledge," Journal of Philosophy, 88, December 1991, p. 700. 
170Ibid., p. 701. 
17'ibid., p. 708. 
172Levine, Regulation, p. 349. 
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types of communities. Furthermore, there is no evidence that maintaining a presumption 
of trust is associated with a higher frequency of wrongdoing.173 
Hardwig argues that the costs and efficacy of constant monitoring and review 
leave scientists with little alternative but to trust the information and character of the 
others who are producing this information. "The alternative to trust is, often, 
ignorance."174 This produces a fascinating paradox because as one considers the 
definitions of trust as outlined by Baier or others, one realizes that trust itself involves a 
"renunciation of intelligence,"175 as described previously. However, one also needs trust 
to gain intelligence. 
Another description may be useful in coming to terms with this paradox. 
Underlying the cognitive disposition toward trust is the need for evidence that shapes the 
attitude of trust. According to Luhmann, "Familiarity is the precondition for trust as well 
as distrust, i.e., for every sort of commitment to a particular attitude towards the 
future."176 Most people have developed an ability to make "fairly sound judgments of 
trustworthiness on the basis of fairly restricted data, and that is a clearly vital human 
cognitive skill."177 As Georg Simmel noticed, trust involves a degree of cognitive 
familiarity with the object of trust that is somewhere between total knowledge and total 
ignorance.178 Familiarity provides people with some basic level of information through 
which they can judge the trustworthiness of those who provide them with testimony. 
Through this trust people can gain more knowledge. It can become a cycle: a little 
173Ibid. p. 349. 
174Hardwig, "Trust," p. 707. 
175Baier, Tanner, p. 145. 
176Luhmann, Power, p. 19. 
177Baier,"Trusting People," p. 148. 
178Georg Simmel, The Philosophy of Money. 1900, cited in Lewis and Weigert, p. 970. 
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familiarity encourages a little trust. Trust can then provide people with knowledge. With 
increasing knowledge and familiarity, they are more disposed to trust, if there is minimal 
contrary evidence. They trust judiciously, in a way that expands their intelligence. When 
people trust others, they acknowledge the limits of their knowledge and, in Baier's words, 
renounce their own intelligence, enabling them to gain further intelligence. 
If people were omniscient, there would be no uncertainty about which action to 
take, and there would be no need for trust to develop. Baier reiterated this by saying that 
an "omniscient and otherwise omnipotent God will of necessity lack one ability that his 
human and animal creatures have—to give or withhold trust....It is an important fact about 
trust that it cannot be given except by those who have only limited knowledge, and 
usually even less control, over those to whom it is given."179 On the other hand, in total 
ignorance, there can be no reason to trust. "We can gamble but we cannot trust."180 At 
least, ignorance restricts developing a thick form of trust. 
In response to Hardwig, Mark Owen Webb pushes the thesis about knowledge and 
trust even further. "Trust is necessary if one wishes to have knowledge of anything 
beyond one's own immediate experience....If I do not so freely borrow, I shall be 
hopelessly imprisoned in an impoverished set of beliefs about only those things which I 
have experienced and can remember.... This is a debilitating form of skepticism."181 
Because one cannot take the time and energy to verify all that she hears, she must trust 
others. All she can see for herself without verification is the link between testimony and 
the subject of the testimony. Yet how does one explain the human propensity to trust? 
179Baier, "Trusting People," p. 139. 
180Simmel as cited in Lewis and Weigert, p. 970. 
181Mark Owen Webb, "Why I Know About As Much As You: A Reply to Hardwig," Journal of 
Philosophy. 90, May 1993, p. 261. 
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According to Reid, trusting the testimony of others is a first principle that is self- 
evident and rooted in common sense. "There is a certain regard due to human testimony 
in matters of fact."182 People have a natural propensity to believe each other based in 
childhood necessity to believe others. Children trust others because they are powerless to 
verify statements. Borrowing from the Eriksonian discussion, children's first major 
developmental milestone is to learn to trust others, but it is also in childhood that people 
develop a sense of trust and trustworthiness in others that is necessary to gain new 
information. Through childhood experiences with trust, people develop a sense of open- 
mindedness that has major implications on people's efforts to learn as adults.183 
Webb concludes by describing the social nature of the scientific enterprise and the 
implications that this has on science. It is possible that "nonepistemic forces (like power 
relations and differences in social status) may play a role in theory formation.... if 
knowledge depends upon trust, then all knowledge (except primitive perceptual 
knowledge) is as essentially social as science is."184 
Physicians and patients depend upon information from each other to determine 
treatment goals and choices. The physician learns from the patient what she can about 
her best interests and about the patient's perception of her symptoms and condition. At 
the same time, the patient learns about the relevant medical information from the 
physician, as well as the physician's values and recommendations. The parties present 
each body of knowledge with an important point of view. Neither is objective fact. 
Veatch would argue this subjectivity undermines the ability to trust while Hardwig and 
Webb would argue that this uncertainty may make the need to trust more acute. 
I82Reid, Essays on the Intellectual Powers of Man, cited in Webb, p. 268. 
I83Penny Lucille Landvogt, "The Relationship of Trust to Open-mindedness in the Adult Learner," 
University of Wisconsin, Dissertation Abstracts International. 47(8-A) 1987, p. 2850. 
184Webb, p. 270. 
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The way that physicians have traditionally been trained further complicates this 
paradox. Many physicians learn that the appearance of certainty is important to the 
patient. Although many expected the scientific revolution to provide everyone with more 
information and reduce uncertainty, some uncertainty is irreducible. According to Renee 
Fox, in medicine, such uncertainty is attributable to 1) an incomplete mastery of available 
medical knowledge, 2) the limitations of current medical knowledge, and 3) an inability 
of the physician to be able to distinguish the source of her uncertainty between 1 and 2.185 
According to Fox, as a student pursues medical training, she becomes more aware 
of the uncertainty. However, she realizes during her clinical years that she must adopt "a 
manner of certitude, for [s]he comes to realize that it may be important for [her] to 'act 
like a savant' even when [s]he does not feel sure... too great a display of unsuredness on 
[her] part may elicit criticism, from [her] patients [s]he learns that it may evoke alarm."186 
Although knowledge depends upon trust, physicians are still grappling with the idea that 
a facade of certainty and knowledge is necessary for trust. Of course, patients do come to 
physicians partially because of the specialized training and esoteric knowledge that 
defines the profession.187 However, if physicians truthfully represented the limitations of 
knowledge, they might bolster authentic trust within the physician-patient relationship. 
As Cabot asked nearly a century ago, "is it good for us as professional men to have our 
reputations rest on the expectation of not being found out?"188 
By acknowledging the boundaries of medical knowledge forthrightly with 
patients, physicians and patients can together negotiate the uncertainty. They can 
,85Renee C. Fox, "Training for Uncertainty," in Essays in Medical Sociology: Journeys into the Field, ed. 
Renee C. Fox, 1988, pp. 21. 
186Ibid.. p. 38. 
187Freidson, p. vii. 
188Richard C. Cabot, "The Use of Truth and Falsehood in Medicine: An Experimental Study," American 
Medicine. 5, 1903, reprinted in Reiser, Dyck, and Curran, p. 216. 
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appreciate their mutual though distinct vulnerabilities in the face of the ambiguity. The 
honesty between physician and patient regarding the knowledge vacuum can foster trust. 
Coming to terms with the dearth of knowledge allows a foundation for trust. Through the 
flourishing trust, knowledge can grow in new ways, for example, through improved 
communication between physician and patient. Free and open communication depends 
upon greater trust. Doctors and patients can share more regarding their values, motives, 
and reasoning as they depend upon each other to make health care decisions in an 
uncertain environment.189 
Although Veatch suggests that there are severe limits to the way that physicians 
can understand the best interests of their patients, a crucial duty of the physician is to try 
to understand the patient's values and interests as well as she can. Few patients have 
given much thought to a clean and clear list of best interests. Furthermore, one's sense of 
her best interests might change depending on the situation. Given this fluidity, each 
physician and patient must work together to glean clearly the values that contribute the 
what is best for the patient. Such investigations are trying and wrought with ambiguity. 
Physician and patient may differ in their perspectives and beliefs. Yet, they must come 
together in one decision about treatment. In this difficult situation, the trust arises from 
the process, not the final ability to clarify the best interests. As James Childress suggests, 
"Mutual trust... is the confidence in or reliance on others who are also committed to a way 
of conducting and resolving disputes about values; it is the expectation that they will 
generally comply with the outcomes even when they do not endorse them."190 
189Consider Howard Brody's transparency model of informed consent in which a more complete consent is 
obtained when a physician discloses his rationale and reasoning behind a particular medical conclusion or 
suggestion, whether diagnostic, prognostic, or treatment related. "Transparency: Informed Consent in 
Primary Care," Hastings Center Report 19, no. 5, 1989 pp. 5-9. 
190James F. Childress, "Civil Disobedience and Trust" 7 1975, cited in Scott E. Sundby, "'Everyman's' 
Fourth Amendment: Privacy or Mutual Trust Between Government and Citizen?" Columbia Law Review, 
94, 1994, pp.1751-1808. 
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The last part of Childress's statement may be more relevant to physicians, who 
have a responsibility to abide by the patient's treatment decision, even if not fully in 
agreement with it. If the physician feels strongly that the decision is wrong, she can 
terminate the physician-patient relationship as long as she finds another physician willing 
to comply with the patient's wishes. If the patient does not endorse the final treatment 
decision, she will either submit to the physician's recommendation or seek medical care 
elsewhere. The responsibilities to each other are not equal. Despite the different 
responsibilities inherent in their roles, the physician and patient must grapple together 
with the uncertainty of limited knowledge. Trust can arise from honest acknowledgment 
of these limits. From mutual appreciation of the limits, new knowledge can develop from 
the trusting relationship. 
Besides the important interaction between trust and knowledge, trust also has a 
unique relationship with the concept of control. One can summarize the paradox in the 
following way: when one perceives that outcomes are outside her control, she mistrusts 
more. However, when one is more trusting, she may be more likely to yield control. One 
may want to feel a certain level of control to assess factors upon which to build trust. 
Once one examines and accepts these factors and trust begins to build, she will yield 
control of other decisions. 
Psychologist Easterbrook writes that when one perceives that the actions of others 
uncontrollably determine her important life outcomes, she will likely develop 
apprehension and mistrust.191 Easterbrook believes that trust is more likely to emerge 
when a person feels competent and confident. The trust will be greatest when the 
decision to participate in cooperative activity is voluntary, without coercive restraints on 
participation. The presence of choice accentuates the person's feelings that she had an 




impact on the occurrence and outcome, that she was a link in the causal chain. 
Easterbrook also finds that when there is personal input into the selection of partners for a 
joint enterprise, the environment for establishing trust is fertile. Furthermore, trust will 
more likely flourish if a person perceives that the beneficial outcomes of the cooperative 
endeavors will be equally distributed.192 This can help avoid the sense of injustice that, 
according to Held, may be a valid reason for societal mistrust among the disenfranchised. 
Such justice can also affect trust within more limited interpersonal relationships. 
Other psychological studies support the relationship between control and trust. 
One study examined people who were regarded as powerful in society. According to the 
judgments of others, powerful individuals rated poorly in terms of truthfulness, 
competence, and altruism.193 Although this study occurred in 1971, the more recent polls 
described in chapter one reflect the older results. When people feel that powerful people 
control their outcomes, the environment for trust is hindered. Especially when the 
outcomes are unfavorable, mistrust flourishes. Another factor in such a study may also be 
the level of suspicion of authority that is intrinsic in American society because of the 
revolutionary origins of the country. 
Another psychological study found that trust and desire for control within the 
physician-patient relationship were negatively correlated. In other words, patients with 
higher levels of trust according to scaled assessments may express lower desires for 
personal control in the interaction. By studying a group of men at a Veteran's Hospital, 
the interviewers found that the patients who reported a higher level of trust in their 
physicians also were more likely to yield control to the physicians regarding treatment 
192Alan S. Waterman. "Individualism and Interdependence," American Psychologist, 36, 1981, pp. 762-73. 
193Julian B. Rotter and Donald K. Stein, "Public Attitudes Toward the Trustworthiness, Competence, and 
Altruism of Twenty Selected Occupations," Journal of Applied Psychology, 1, 1971, pp. 334-43. 
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decisions. This may in turn lead the patients toward more passive roles in the medical 
interaction.194 
In another study related to this topic, Ramer studied a group of cancer patients 
following colostomies, a procedure in which a surgeon removes a portion of the large 
intestine. She then attaches one of the openings of the intestine to the outer wall of the 
abdomen. It is a particularly difficult procedure for the patient because the portion of the 
body that provides the excretory function interrupts the integrity of the usually intact 
abdominal wall. These patients endure immense psychosocial adjustments because of the 
nature of the procedure. The author used scales to evaluate trust, autonomy, and 
psychosocial discomfort following these difficult operations. The results indicated that 
an increase in trust occurred between four to twelve weeks after surgery. Autonomy 
scores decreased slightly over the same period. Psychosocial discomfort decreased also. 
Ramer concluded that trust and autonomy are variables that change as a function of 
time.195 In the information available, Ramer did not draw conclusions regarding the 
inverse relationship between autonomy and trust. However, her results may support the 
conclusions from the study on VA patients. 
In summary, trust performs many functions. First, it reduces the complexity of 
people's daily existences and provides psychological economy, decreasing the need to 
worry about so many and such poor possibilities. Secondly, a trusting disposition can 
have other psychological and developmental benefits. A trusting demeanor is correlated 
to greater happiness and attractiveness, and negatively correlated with distress, antisocial 
tendencies, and poorer adjustment. Thirdly, trust can improve the likelihood of 
,94Lynda A. Anderson and Robert F. Dedrick, "Development of the Trust in Physician Scale: A Measure to 
Assess Interpersonal Trust in Patient-Physician Relationships," Psychological Reports, 67, 1990, pp. 1091- 
1100. 
195Lois Ramer, "Exploration of changes in trust, autonomy and psychosocial discomfort experienced by the 
post-operative cancer patient with a colostomy," University of California, San Francisco Dissertation 
Abstracts International, 50, no. 9-B, 1990, p. 3924. 

trustworthiness in those that one trusts because of the therapeutic nature of the trusting 
act. Fourth, trust is important in the gaining of knowledge. With familiarity about a 
person, one is more likely to trust, but to gain information at all, she must have a sense of 
trustworthiness of the sources of the evidence and information. Yet, in situations where 
there is a dearth of information, people are most vulnerable. They most acutely need to 
place themselves at risk in order to benefit. In these situations, people are most desperate 
to trust. 
Finally, one aspect of the manner in which trust reduces complexity is the way 
that trust allows people to yield control and autonomy. With increased trust, they are 
more likely to allow others to make decisions for them and take an increased role in 
controlling their destinies. 
Before anchoring this theoretical discussion of trust by re-exploring the physician- 
patient relationship, it is important to consider how to encourage maximally an 
environment of trust. The next chapter will describe how to establish and strengthen trust. 
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Chapter Six: Enhancing the Environment of and for Trust 
The only way to make a man trustworthy is to trust 
him; and the surest way to make him untrustworthy is to 
distrust him and show your distrust.196 
Henry Lewis Stimson 
Trust is much easier to maintain than it is to get 
started, and it is never hard to destroy d91 
Annette C. Baier 
What types of conditions increase cooperative behavior and therefore are 
preconditions to increasing trust? According to Talcott Parsons, the generation of trust 
depends upon certain principle factors, which include a sharing of common values and 
goals. Another condition is the "successful fitting of the expectations engaged on both 
sides of the relationship into the balance of the plural set of solitary involvements in 
which all actors, individual and collective, are involved."198 Any interaction between two 
individuals involves expectations of how the other will act, with certain insights into 
motivation, values, and incentives for one action or another. However, each person in the 
dyad also has multiple other responsibilities and relationships that factor into how the 
individuals act. For example, a physician may have particular responsibilities to a 
patient, but the doctor also has teachers, regulators, committees, family, and friends who 
may influence the physician's sense of responsibility to the patient. All of this is to say 
that no interaction occurs in a vacuum but rather in the midst of a web of interactions. 
196Henry Lewis Stimson, The Bomb and the Opportunity. 1946. 
197Baier,"Antitrust," p. 242. 
198Talcott Parsons, "Research with Human Subjects and the 'Professional Complex,'" in Experimentation 
with Human Subjects, ed. Paul A. Freund, 1969, p. 128. 
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Attention should focus upon the multiple factors and relationships that affect individuals 
and impinge upon any decision they make or action they take. 
For increasing the environment for trust, some personalities may be simply more 
disposed to and worthy of trust. Studies by Rotter found that those who are more willing 
to trust others are likely to be equally trustworthy-less likely to lie, cheat, steal, less 
likely to be maladjusted, and more liked by friends and colleagues.199 This suggests that 
the quality of one's early moral education may have an impact on character as far as 
trustworthiness and a particular view of the behavior of other human beings that may lead 
one to be more likely to trust others. To improve the general environment for trust, 
society should work to ameliorate the early childhood environments to allow a child to 
feel safe and able to trust the world and those around him. 
Other personality factors related to trust were described in a study that found that 
a "trusted person is one who is highly influential, has an internal locus of control, a low 
need to control others, high self-esteem, and is open to being influenced by others."200 
One may think that this conflicts with the conclusion of the previous chapter, which 
found that people with more power were perceived to be less trustworthy. However, the 
authors reasoned that because the trusted person could be characterized as having a low 
need to control others, his motives were interpreted as altruistic rather than self- 
interested. This perception evolved despite the fact that the trusted individual was highly 
influential. 
Beyond personality factors, trust may grow as a result of rather than as a 
precondition of cooperation. Gambetta encourages the search for social arrangements 
which may provide incentives for people to take risks, and which can then provide 
199Julian B. Rotter, "Interpersonal Trust, Trustworthiness, and Gullibility," American Psychologist, 35, 
1980, pp. 1-7. 
2°°Taggart Frost, David V. Stimpson, and Micol R.C. Maughan, "Some Correlates of Trust," Journal of 
Psychology. 99, 1978, pp. 103-8. 
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opportunities for trust to prosper. David Good provides a summary of empirical literature 
from psychologists regarding trusting behaviors in humans. Good's summary focuses on 
psychological games that examine situations that provide incentives to cooperate. In one 
game, each player had a toy truck that was to transport "goods" back and forth along a 
play common road between the two players. Each player had one gate that he could use 
to control access to the road. Each player desired free access to the road to gain "wealth." 
To win the game, the player had to gain more wealth than the other. One way to win was 
to block the road strategically to obstruct the other player's path. If each removed the gate 
altogether, the players had less opportunity to block the other player. The players 
discovered that by removing the gates, they could accumulate higher "wealth" through 
better access back and forth on the roads. As a result, there was a much higher degree of 
cooperation and success, as measured by the total "wealth" generated by each player. 
In addition, changing the initial conditions of the games could also improve 
cooperation. If the investigators slowly increased the level of reward for each player 
from a small sum instead of starting from a very high level, then there was increased 
collaboration. Instead of transporting large amount of beans back and forth in the toy 
trucks, the psychological game began with only a few beans. In later rounds, the players 
transported increasing amounts of beans. This led to a higher level of cooperation than 
when the players transported more valuable amounts from the onset. Furthermore, in 
situations where the players had to think about long term outcomes, collaboration grew. 
When players realized that they would be interacting with each other for more than one 
game or event, they had a greater chance of cooperating. 
Another study found that if the players could communicate with each other, then 
there was increased cooperation. There was also a greater likelihood of a mutually 
beneficial outcome. If the players could not talk to each other, then they were consumed 
with guessing the motivations and next moves of their opponent, reminiscent of the 
Prisoner's Dilemma. When the players could talk and negotiate openly, the conditions for 
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cooperation improved. Of course, this claim regarding the connection between 
communication and cooperation must be qualified because if it were a situation in which 
the level of ambiguity and uncertainty was high, then one player could use 
communication to exploit the other. If there was a minimum of ambiguity, then such an 
opportunity for advantage disappeared.201 
Communication can facilitate feelings of trust; one study found that a listener 
could increase disclosures by a speaker through responding with language and gestures of 
acceptance instead of rejection. When the counselor's behavior included more affirmative 
responses, even as small as "uh-huh" or "I understand" or "I know what you mean," the 
speaker felt like the counselor was listening to him. He was then more willing to share 
his feelings.202 In addition, the study discovered that if the listener also disclosed 
information about themselves or his own feelings, he could increase the speaker's 
willingness to disclose information about himself and would increase that person's feeling 
of trust in the listener. 
A similar study of counselors found that the verbal and non-verbal 
communication of the listener was key in transmitting a signal of authentic concern and 
led the patient to feel more trusting within the interaction. In this study, Pekar defined a 
different kind of "therapeutic trust" compared to the one already discussed, one in which 
the communication facilitated the environment for openness.203 He defined this trust as 
having three components: "the behavior (verbal and non-verbal) of the counselor 1) can 
be relied upon as being true, 2) is experienced by the client as being that of a 
201Good, p. 37. 
202David W. Johnson and M. Patricia Noonan, "Effects of Acceptance and Reciprocation of Self- 
Disclosures on the Development of Trust," Journal of Counseling Psychology. 19, 1972, pp. 411-16. 
203John Joseph Pekar, "Therapeutic Trust, Self-Disclosure and the Core Facilitative Conditions: An 
Exploratory Study," University of Vermont and State Agricultural College Dissertation Abstracts 
International. 1979, 40 (5-B), p. 2380. 
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professionally competent person, and 3) generates on the client's part a willingness to 
reveal personal thoughts and feelings to the counselor." Pekar's results indicated that 
therapists who were more interactive and better at facilitating discussions through their 
communication skills generated significantly more self-disclosure by the patient and a 
higher sense of trust between the pair than therapists who were less facilitative. 
The therapeutic trust discussed in the previous chapter, though different from that 
described by Pekar, is also relevant here because it is one of the conditions that may 
increase and enhance trust. By trusting a person in a situation in which he might not 
otherwise be perceived as trustworthy, the truster encourages the trusted to fulfill the 
image and act in a more trustworthy manner. As Baier writes, "Mistrust can bring out the 
worst in the mistrusted, as trust can bring out the best."204 Although one would not want 
to encourage gullibility or trusting in blatantly inappropriate situations, Gambetta notes 
that behavior is sensitive to learning and imitation. Sustained distrust seems to breed 
further distrust. If nothing else, perhaps we can say that "trust, even if always misplaced, 
can never do worse than [constant distrust], and the expectation that it might do at least 
marginally better is, therefore, possible."205 
In summary, there are many factors that might increase cooperative behavior and, 
therefore, the level of trust. First, one might focus on psychological predispositions 
toward trusting, recalling Erikson's theory. If individuals are trustworthy themselves, they 
may be more willing to trust. By improving social conditions to allow for greater 
consistency and decreased threat during childhood, perhaps the overall trusting nature of 
society will change. As a result, more people may be willing to trust within the medical 
context when appropriate. Perhaps medical school or residency admissions committees 
can use such scales as Rotter's assessment of likelihood to trust or psychological 
204Baier, "Trusting People," p. 147. 
205Gambetta, p. 234. 
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assessments of trustworthiness to improve the likelihood that trustworthy people are 
admitted to medical practice. Such ideas are grand and may feel cynical, and they would 
be next to impossible to implement. It may be more practical to focus on the other 
factors. 
What encourages people to put themselves in positions that build trust? The 
individual must have incentives to enter into such situations. A person will be more 
willing to cooperate when he has something to gain from the encounter. He may also be 
more willing to make himself vulnerable when the evidence shows a reduced risk of 
harm. For example, when the media and friends provide horrific tales of poor outcomes 
from the providers, patients become nervous to place themselves into positions of 
vulnerability with physicians and hospitals. Institutional changes that threaten the 
fundamental focus on patient's best interests, such as for-profit managed care 
organizations, also scare patients. By reducing poor outcomes, by minimizing conflicts- 
of-interest, by maximizing the benefit to be gained by the encounter, the patient will be 
have more incentive to take the risk and cooperate with the health care system and its 
providers. 
Beyond incentives, placing an individual into a setting with another who has a 
similar framework and shared values may improve the atmosphere for cooperation and 
trust. With such a common foundation of values and goals, there may be an increased 
likelihood of a favorable predisposition to trust a particular individual. Some health care 
institutions attempt to place patients together with health care practitioners with whom 
they have a common philosophy. Veatch has written about the virtues of such "deep 
values" arrangements, including feminist health centers, holistic health centers, and 
religious based institutions.206 
206veatch, "Abandoning," p. 11. 
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Once two individuals embark on an attempt to cooperate, improving 
communication will enrich the understanding of motives and possibilities. By 
cooperating, the partners can each maximize their opportunities. All forms of 
communication, including facilitative gestures and tone can improve the likelihood of 
productive exchange and cooperation. Communication can also decrease the potential for 
danger and threat by relieving ambiguity and the opportunity for exploitation. 
Approaching an ethical ideal of informed consent allows both patient and physician to 
understand the values and knowledge that each can bring to the relationship. By being 
forthcoming about diagnostic, therapeutic, and prognostic information and options, the 
physician can reduce the level of ambiguity and ease the patient fear of exploitation. 
With more knowledge, the patient will be better able to judge his care for himself. By 
being forthcoming about symptoms, values, and other factors that have an impact on his 
life and health, a patient helps the doctor to formulate the most appropriate options for 
care and recommend the most appropriate plan. This reduces the ambiguity for the 
physician and allows greater security within the relationship. 
Another factor that will improve the likelihood of trust is initiating the interaction 
when the stakes are smaller and less valuable. According to the studies, reviewed by 
Good, trust develops more readily when the risks and rewards are smaller. In the health 
care setting, a more relaxed setting may be more contributory to a trusting relationship. 
This may be more difficult when there is an acute medical problem that detracts from the 
rest of the human interaction and communication between the physician and patient. 
People who have little access to primary care often enter the medical system when they 
are in worse condition, when the stakes are higher. Such a situation can be all the more 
stressful without the care of a health care worker that the patient already trusts. 
Furthermore, it may be more difficult to establish the grounds for trust in such 
circumstances. If trust can develop in a more comfortable environment when the risks are 
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not so great, then increasing access to primary health care may have deeper advantages 
than simply improving attempts at preventive medicine. 
Good's summary suggests that shared long-term interests improve the atmosphere 
for trust. When a patient and physician meet each other in an acute setting or in a walk- 
in clinic in which there is no expectation of a continued relationship, the participants may 
be less willing to get to know one another on deeper levels. If the encounter goes poorly, 
they never have to see each other again, and so have less incentive to create the 
foundation for a true relationship. However, in the context of a continuous relationship, 
both individuals realize that a certain level of etiquette, consideration, and care is 
necessary because they will meet again and will want to minimize the discomfort and 
antipathy between them. By ensuring the establishment of longer lasting health care 
relationships, trust may be fostered. 
The relationship must go beyond establishment of pleasant office rhetoric to allow 
trust to flourish, however. The outcomes achieved in the office must be successful 
according to the patient in order for the patient to return and in order for the patient to 
develop trust in the physician. "A high degree of treatment continuity appears to be an 
important determinant of trust only to the extent that the one-on-one encounters have 
been perceived as successful by the client."207 Patients who saw different providers at 
each visit to a particular clinic and experienced successful outcomes expressed feelings of 
trust for the clinic, viewing it as a "collection of trustworthy physicians." However, 
without continuity, the participants will miss the other factors that contribute to a thick 
trust between individual physicians and patients. These include shared and understood 
values and experiences. 
207Russell Paul Caterinicchio, "Testing Plausible Path Models of Interpersonal Trust in Patient-Physician 
Treatment Relationships," Social Science and Medicine. 13A, 1979, p. 95. 
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Another important factor in encouraging the environment of trust is truth-telling. Early 
studies demonstrated the obvious, that if one wants someone to trust him, he has to tell the truth. 
Even people highly disposed to trust will no longer extend trust, once they know that someone 
tricked them.208 Individuals must be encouraged to be honest. Systems must be designed so that 
physicians have maximal opportunity to be truthful and to follow up on promises. The medical 
profession must do what it can to punish those who are dishonest and deceptive. Peers must 
guide each other to determine a sense of appropriateness in discussions with patients. Physicians 
should not make promises that they cannot keep, whether about a prognosis or about whether 
they will call the patient next week to follow up on his symptoms.209 An efficient office would 
remind the physician of phone calls that he needs to complete so that he can act reliably and 
honestly. This would minimize the subtle though severe damage that occurs in trust when people 
fail to keep even the most basic of promises. 
Conversely, lies told by the patient similarly damage the conditions for trust in the 
physician's mind. Suppose a patient reports wonderful compliance with his oral hypoglycemic 
medication, diet, and exercise regimen. If the physician finds that the physiological indicators of 
diabetic control have deteriorated, then the physician will become increasingly skeptical of what 
the patient tells him. Such harm in trust may be limited to the physician's concerns about 
compliance. However, mistrust may spread to other areas of interaction. This may cast doubt on 
other conversations as well. 
Based upon this survey of ways to improve conditions of trust, the next chapter will delve 
more substantially into how trust functions within the physician-patient relationship. 
208Cited in Julian B. Rotter and Donald K. Stein, "Public Attitudes Toward the Trustworthiness, 
Competence, and Altruism of Twenty Selected Occupations," Journal of Applied Psychology, 1, 1971, pp. 
334-43. ’ ' ’ 
209An action based approach to encouraging trust among medical residents is employed in the Harvard 
Pilgrim Health Care/Brigham and Women's Hospital Primary Care Internal Medicine Residency Program. 
Approach suggested in discussion with Director Andrew Epstein, M.D., HPHC. 
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Chapter Seven: Trust and the Physician-Patient Relationship 
Trust not the physician; his antidotes are poison, 
and he slays more than you rob. 
William Shakespeare 
Timons of Athens, IV, iii, 434 
We doctors have always been a simple trusting folk. 
Did we not believe Galen implicitly for 1500 years and 
Hippocrates more than 2000? 
William Osier 
After six chapters of theoretical development of trust, this chapter will anchor 
trust in the real world of medical care. The chapter will use a case study to explore how 
trust functions in the physician-patient relationship in the late twentieth century. Many 
different case studies could perform this analysis. In a lengthier paper, perhaps more case 
studies could explore how trust functions in many areas. This thesis will focus on one rich 
case and examine it in depth. 
In selecting a case, one could choose many health care arenas; the outpatient or 
inpatient area, a life threatening case versus a more benign scenario, participants from 
multiple permutations of socioeconomic, cultural, and medical experiences. Because 
some writers have criticized the literature of bioethics for focusing too much on the 
drama of end-of-life cases,210 this paper will focus on a less severe situation. The case 
will focus on a Medicaid inpatient admitted for cellulitis. The physician is the intern who 
becomes the patient's primary caregiver in the hospital. This scenario is especially 
relevant to an inner-city teaching hospital like Yale-New Haven. It is also relevant to the 
Medicaid patients that it serves who have no alternative care. In the case, both characters 
are fictional, though composites of the roles that they represent. 
210Baier, "Asclepius," p. 10. 
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One evening while on call, the admitting resident pages Dr. Susan Rose to the 
emergency department to admit a patient to her service. Dr. Rose, a twenty-seven year- 
old white intern from Boston, went to Yale Medical School. Accordingly, she is very 
familiar with the population of New Haven and its difficult social problems. When she 
arrives in the emergency department, she picks up the chart of a patient whom she has 
never met. Her new patient is Ms. Julia Pagan, a thirty-five year-old Latina with a history 
of intravenous drug use. Ms. Pagan is currently unemployed and taking care of her two 
children. Each child is the product of a different marriage that ended in divorce. She 
lives in an apartment in New Haven with the children and her boyfriend, who is not the 
father of either child. She was a victim of domestic violence with two previous 
boyfriends. Her previous hospital visits were due to fractured bones (a rib, an arm) and 
one hospitalization for pneumococcal pneumonia. She has no consistent health care 
provider. She saw a resident physician fairly regularly after her pneumonia, but since that 
physician left New Haven three years ago at the end of her residency, Ms. Pagan has not 
returned to clinic. 
Ms. Pagan presents to the emergency room with a swollen and painful right arm. 
She injects her needles into the antecubital spaces of both arms. There are erythematous 
tracks from the antecubital space toward the shoulder along the venous distribution. 
Upon exam, there is crepitation at the start of the red area. The patient reports feeling 
tired for the past few days and a low grade fever. The pain in her arm has hindered her 
daily care of her young children. Just by looking at the history as taken by the triage 
resident, Dr. Rose is fairly certain that she will admit Ms. Pagan for intravenous 
antibiotics for the treatment of cellulitis. 
Before these two women speak and initiate their interpersonal relationship, 
consider the environment for trust in this situation. First, focus on Ms. Pagan's 
perspective. Why would trust come up in this scenario at all? Ms. Pagan is sick. She is 
having symptoms that are making her uncomfortable and interfering with her life. 
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Without appropriate treatment, she fears that the symptoms might worsen. She feels 
vulnerable because of her condition and because she must seek help from others. In 
going to the emergency room, she is placing herself in the hands of others who have the 
power to heal her. The physician is in a position to take advantage of her, perhaps to 
cause her more pain. There is an "ineradicable" vulnerability inherent to her situation.211 
In order for the patient to be helped, the patient depends upon the doctor to perform her 
role. In order for the physician to fulfill her task, to have a satisfactory career, to make an 
income, to learn more medicine, and to be a physician at all, the physician needs the 
patient. There is an inherent interdependence within the relationship that also focuses the 
situation as one that can consist of trust. 
What psychological considerations contribute to Ms. Pagan's attitude? What 
determines whether she will be able or willing to trust Dr. Rose? The following is 
speculation regarding the patient's thoughts, weaving together topics discussed in 
previous chapters in this concrete case. First, Ms. Pagan's attitude regarding trust is 
deeply affected by each of her previous experiences. The trust will be colored by whether 
the experiences resulted in good or bad outcome. Each encounter has an impact on the 
multiple levels of trust. Her existential and infantile experiences will shadow her general 
disposition. Childhood development of trust through a safe environment and appropriate 
notion of causality can shadow her current attitude. Suppose her father made promises to 
her that he could not keep. When he left the family, if he promised to return someday 
and did not, then Ms. Pagan's overall sense of trust in others may falter. Previous abusive 
relationships may have damaged her own self-trust and ability to believe in her own 
judgment about others. 
Previous interactions with the health care community and Yale-New Haven 
Hospital will similarly affect Ms. Pagan's attitude now. Each encounter with a physician, 
21 'Edmund D. Pellegrino, "An Ethic of Trust in an Era of Distrust," Humane Medicine, 8, 1992, p. 268. 
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nurse, or other health care provider shadows the patient's mind now, providing evidence 
that can shape her "attitude of reflexion." Studies have shown how previous experience 
with health care can affect levels of trust, perception of future health care interactions, 
treatment anxiety, and even pain tolerance. Caterinicchio tested and found support for the 
following hypotheses: 
1) The greater the frequency of successful treatment, the greater the 
degree of trust in the physician. 
2) The greater the frequency of successful treatment, the greater the 
degree of perceived positive health gains from treatment. 
3) The greater the degree of trust in the physician, the greater the 
degree of perceived positive health gains from treatment. 
4) The greater the degree of perceived positive health gains from 
treatment, the lower the level of treatment anxiety. 
5) The lower the level of treatment anxiety, the greater the degree 
of tolerance for treatment pain intensity. 
The study demonstrated that past successful treatment interactions were important 
r 
experiential determinants for developing trust in a physician. Patients who tended to 
report a high degree of trust expressed a readiness to comply with a regimen. This 
outcome resulted because when patients had trusted in the past, they attained intermediate 
or ultimate health objectives.212 
Media coverage of health care issues will also weigh in Ms. Pagan's mind. Some 
authors have attributed a large portion of the public perception of the medical profession 
and mistrust to the portrayal of health care providers in the media.213 Coverage has 
recently focused heavily on rare and horrible mistakes, such as the bleeding to death of a 
four year-old child four days after a tonsillectomy.214 Ms. Pagan has seen these news 
2,2Russell Paul Caterinicchio, "Interpersonal Trust in the Physician, and the Tolerance of Treatment- 
Induced Pain: A Multivariate Analysis in a Natural Clinical Setting." Dissertation Abstracts International. 
36 (8-A), 1976, p.5578. 




reports on television, and they have contributed to her skepticism and mistrust of the 
profession. 
Each of these experiences will factor into Ms. Pagan's calculus. She probably 
does not fully understand that the physician taking care of her is only a first year resident 
in the early years of her training.215 She will base her understanding of the physician's 
role in her faith in the medical profession's regulatory bodies. Such bodies are 
responsible for ensuring certain levels of training, competence, and supervision. On the 
other hand, she may recognize enough to know that Dr. Rose is the same kind of doctor 
as the previous doctors that the patient has encountered. Based on these experiences, if 
Ms. Pagan feels abandoned by the residency system that sets up physician-patient 
relationships that are inherently temporary, perhaps Ms. Pagan feels defensive. She wants 
to be careful not to get involved and dependent upon a particular resident physician again. 
Furthermore, Ms. Pagan may feel untrusting of the health care system more broadly as a 
function of the dominant white, predominantly male society at large. This society has 
failed to provide enough opportunities for minorities, has failed to provide an adequate 
system of universal health, and has left women like Ms. Pagan and her children 
disenfranchised, frustrated, and untrusting of society at large. This mistrust applies to the 
institutions of society as well. 
The profession's attitudes toward minorities more generally also concern her. 
She has heard her friends and relatives speak of cruel experimentation by the medical 
profession on minority populations. She knows all about the Tuskegee syphilis study. 
All of these factors coalesce in Ms. Pagan's conscious and unconscious mind to 
create the attitude that will or will not allow her to be trusting in this particular medical 
2l5Many patients do not understand the complex structure of hospital care in which many persons wear 
white coats, including attendings, residents, interns, or students, and many other health care professionals. 
It is difficult for many patients to understand the subtle and significant differences in each of those roles. 
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environment. This evidence will combine to engender feelings that can be the basis of the 
trust or distrust in Yale-New Haven Hospital and Dr. Rose. 
Furthermore, despite the evidence, and despite the feelings, Ms. Pagan still has a 
conscious choice whether to place herself in this situation of risk in the emergency room. 
Her illness is difficult, though not emergent. Even if she feels disposed to trust, she may 
not come to the hospital for help. Conversely, even if she is feeling untrusting of the 
institution based on previous experience, other factors may override these considerations. 
She might then allow herself to enter a risk-taking position. This would constitute the 
conscious portion of trust, which involves the decision to trust by making oneself 
vulnerable to another. Ms. Pagan had other options. For example she could have taken a 
longer trip to another New Haven hospital. Otherwise, Ms. Pagan could have sought 
alternative, non-allopathic treatment, or not sought treatment at all. She voluntarily chose 
to come to Yale-New Haven. Of course, such a decision is not so clear cut. An illness 
inherently involves a compromise of autonomy.216 Few people act in an isolated manner. 
Perhaps Ms. Pagan decided to seek care because her children concerned her, and she 
could not care for them completely when ill. She hoped to receive fast efficient treatment 
at the hospital, even though she had bad experiences there before. 
Given Ms. Pagan's vulnerability and the inherent interdependence of physician 
and patient in this case, what would be the benefit to Ms. Pagan to take a trusting attitude 
in this scenario? Trusting can reduce complexity for the patient. Instead of being 
constantly on guard with distrust, checking references of those working with her, 
questioning everything said to her, Ms. Pagan reduces the worries of possible negative 
outcomes. She accomplishes this by allowing those whom she can trust to reduce her 
burden. If she trusts Dr. Rose, then certain contingencies will be less likely to be real 




threats. She will realize that the physician is there to take care of her and has no intent to 
harm her. This realization in itself can reduce the range of possible multiple negative 
outcomes, including malpractice, physical, and psychological pain. If Ms. Pagan takes a 
trusting attitude, she may have less distress simply by reducing her psychic burden. 
"When trust is present, the patient can channel valuable emotional energy into achieving 
the goal of optimal health, instead of wondering about doubting the quality of ... care and 
information communicated."217 
Additional therapeutic benefits may result from a trusting attitude. A study of 105 
adults considered life events and psychological scales to determine levels of interpersonal 
trust. The study then examined physiologic indicators of stress, with a focus on risk 
factors for coronary artery disease. The study assessed the extent to which distrust is 
related to physiologic stress. Investigators rated subjects on Rotter's Interpersonal Trust 
Scale and the Holmes and Rahe Life Changes Questionnaire. Investigators also 
completed a number of laboratory and physiologic measurements. In older subjects (50- 
65 years), lower levels of interpersonal trust were correlated with higher diastolic blood 
pressure, cholesterol, and body mass index and vice versa. The older subjects also had a 
lower level of trust overall than the younger participants. In younger subjects, a higher 
level of trust corresponded to a lower creatinine phosphokinase level. In the older 
subjects, a lower level of trust and higher life event stress corresponded to higher levels 
of glutamic-oxalacetic transaminase. Both metabolites are markers for acute myocardial 
muscle damage, among other things. 
Different coping styles and fewer life changes for subjects may account for some 
of differences between age groups in the study. People between the ages of 50 and 65 
reported fewer life change events than younger subjects or subjects over 65. This 
217Catherine Snelson, "Trust as a Caring Construct with the Critically Ill: A Beginning Exploration," NLN 
Publications, 15-2465, 1992, p. 158. 
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correlated with physiological benefit. The authors suggest that successful techniques for 
coping may benefit other age groups to help keep stress within safe limits. 
The author concludes that the "interrelationship of physiological and 
psychological variables is recognized."218 The study provides some evidence for 
physiologic correlates as risk factors for coronary heart disease. By preventing a decrease 
in interpersonal trust, one can minimize stress that requires an adaptive physiological 
response. 
Other studies have supported the relationship between trust and reduction of 
stress. In one study, investigators assessed subjects on both Templer's Death Anxiety 
Scale and Rotter's Interpersonal Trust Scale. For males higher levels of interpersonal 
trust were associated with lower levels of death anxiety. There was also a partial linear 
relationship between anxiety and trust in the females. However, females reported 
significantly higher levels of death anxiety than males. The author suggested that the 
ability to trust others and develop intimate interpersonal relationships might enhance 
feelings of self worth. This development would help reduce death anxiety. Trust can 
facilitate an emotional environment in which fears and anxiety about death diminish in 
their significance. The author wrote that the results were significant to the extent that 
"people can learn to increase their level of interpersonal trust, and thereby potentially 
reduce their death anxiety."219 
An attitude of trust may be therapeutic in two additional ways. First, if Ms. Pagan 
takes a trusting attitude toward the doctor, then Dr. Rose has little motivation to deceive 
to get the patient to think that the physician is trustworthy. If,Dr. Rose has some qualities 
that are questionable in terms of trustworthiness, then therapeutic trust may motivate her 
218Margaret T. Beard, "Trust, Life Events, and Risk Factors Among Adults," Advances in Nursing Science. 
July 1982, p.40-1. 
219Jayne Miyori Dunagin, "The Relationship Between Death Anxiety, Interpersonal Trust, and Gender," 
Dissertation Abstracts International, 42, no. 11-B, 1982, p. 4617. 
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conscience to fulfill the expectations placed upon her by Ms. Pagan's trusting attitude. 
Secondly, a trusting demeanor may engender a more comfortable feeling of openness for 
the physician. For the doctor and patient to communicate successfully, both physician 
and patient must be encouraged to be honest and forthcoming regarding the medical facts 
of the situation and the values involved in medical decision making from both sides. The 
patient's attitude towards conversation, through open and responsive listening, can 
enhance the communication. The physician's communication skills can similarly enhance 
the exchange. 
In trusting, Ms. Pagan would gain the benefit of enhanced knowledge about her 
condition and the rationale behind her treatment and need for hospitalization. Although 
she may not feel disposed to trust the physician in some respects, to gain information, she 
must have some sense of epistemic trust to learn and to reap the benefits of the 
physician's training and profession. 
What can Ms. Pagan reasonably expect from her trust in Dr. Rose, if such trust 
develops? On the basis of the historical analysis of medical codes, the major points of 
focus of trust that have remained fairly constant through time are the centrality of patient's 
best interest, nonmaleficence, and competence. The patient should be told about and can 
expect respect for a limited form of confidentiality, to the extent permitted by law, 
insurance regulations, and in the increasingly computerized hospital record. 
Now consider a similar analysis of the physician's attitude and ability to trust. 
Most literature regarding trust focuses only on the patient's trust of the physician without 
attending to the necessary correlate, the trust of the physician in the patient. Like Ms. 
Pagan, Dr. Rose has multiple levels of experience and psychological history that factor 
into her perception of new relationships. Dr. Rose has had her own childhood 
experiences with her parents or primary caretakers that helped her to develop her own 
sense of infantile and self-trust. She may or may not have had abuses to that trust during 
her formative years that have damaged that self-trust and left her doubting her own 
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judgment. When Dr. Rose's brother died in a freak hiking accident, her existential trust 
suffered. She now sees a world that is less safe than the one she enjoyed before the 
accident. 
Dr. Rose understands her role as physician and what she is to do for this patient. 
To fulfill her role as physician and the correlate fiduciary obligations, she must learn what 
she can about the patient's history and condition by talking to her and performing a 
physical exam. She can also depend upon the old chart for much historical information. 
How is this information gathered in the hospital? Although trained by her faculty 
members to speak to the patient first, her residents have taught her to look at the old chart 
first. Because many patients do not accurately remember their medications and previous 
hospitalizations, most residents believe that no patient accurately recalls medical history. 
They depend on previous doctors to have recorded it well. Of course, if previous doctors 
depended upon an unreliable history, then the chart is also a suspect source. 
Nurses and social workers have told Dr. Rose "not to trust a word" that the patient 
says. She has heard that command many times and in many contexts with many patients, 
but mostly with the substance abusing minority population. She has learned to be 
skeptical and challenge what the patient says regarding her history and complaints. If the 
patient says that she drinks a beer three times a week, Dr. Rose's teachers have taught her 
to double or triple that figure. When she presents a patient at morning rounds to the rest 
of the team, Dr. Rose will say that the patient "denies" the symptoms that she does not 
have. If the doctor asks if the patient has been coughing recently and the patient says 
"no," then the patient "denies cough." Well, actually the patient may believe that she has 
not coughed recently. However, the words of the professional convey the idea that the 
physician believes that the patient may have coughed recently. Yet, the physician does not 
trust the patient to report the fact accurately. The actions and language of the profession 
reflect a particularly untrusting attitude regarding patients. 
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Many medical students are familiar with the fact that less than half of patients take 
their medicine according to the physician's directions.220 Such a low figure may represent 
a lapse in communication about how to properly take the medication. Sometimes, 
patients simply forget to take their medication. Noncompliance may also result from a 
general unwillingness to use medicine to relieve illness. The figure may also represent a 
major distrust in the physician regarding the quality and appropriateness of her 
recommendations and the effectiveness of the medication. Young physicians are 
indoctrinated with the phenomenon, and this contributes to their dynamic of mistrust in 
and with the patient. 
When approaching Ms. Pagan, Dr. Rose factors in her previous patient 
encounters. She has had ideal patients, ones who she hoped would not leave the hospital 
because they were so pleasant to treat. However, she has also had to deal with patients 
who are "hateful," "despised," "uninteresting," "self-destructive," and "entitled 
demanders."221 These experiences build upon each other, creating categories that inform 
how physicians approach new patients. 
How does the institution affect the trust of young Dr. Rose? It probably has little 
specific connection to her attitude toward Ms. Pagan, except for as far as the institution 
has indoctrinated her attitude toward minority drug using women. Rather than systemic 
formal teaching, this reflects an informal attitude that has affected her because her closest 
role models, the other residents, may act in ways that are racist, skeptical, or mistrustful. 
Their actions reveal doubts about the information provided by the patient and her 
character. On a societal level, Dr. Rose must deal with her personal experience and 
interactions with minority populations. She has often seen minorities displayed in the 
220Richard F. Gillum and Arthur J. Barsky, "Diagnosis and Management of Patient Noncompliance," 
JAMA 228. 1974. pp. 1563-67. 
22'Robert J. Levine, "AIDS and the Physician-Patient Relationship," in AIDS & Ethics, ed. P. G. Reamer, 
1991, p. 204. 
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media as drug-using, crime-committing individuals of questionable character and 
trustworthiness who are unreliable in multiple ways. Previous personal experience with 
other patients like Ms. Pagan, despite their many differences as individuals, will color the 
doctor's approach. Race, social class, and substance abuse seem to be three major factors 
that help physicians classify patients in terms of demographic and particular pathological 
predispositions. However, sometimes physicians use these factors for less appropriate 
sociocultural determinations.222 
All of these experiences create the data that Dr. Rose will consider as she 
approaches Ms. Pagan in the emergency room. The evidence will combine with her 
conscious and unconscious beliefs to form her disposition to trust or distrust. Beyond 
that, she can choose to make herself vulnerable to Ms. Pagan. Any interaction with a 
patient, especially in this country and in this litigious time, involves a legal risk that the 
patient may interpret a bad outcome as malpractice or negligence. This could lead to a 
lawsuit. Of course, it is possible that the bad outcome is actually the result of malpractice 
or negligence. Many physicians currently function in the dark shadow of the law. Health 
care workers are also vulnerable because of the intimacy and contact of physical exam of 
the patient. Communicable disease haunts physicians, from the need to carry HEPA 
masks to reduce tranmission of tuberculosis to the daily fears of exposure to hepatitis and 
HIV. Furthermore, the violence of the streets has infiltrated the hospital. At times 
patients have physically harmed their physicians. In other instances, people enter the 
hospital with the intent of hurting other patients and hurt health care workers instead. 
The characterization of patient vulnerability due to illness has been well established in the 
literature.223 However, physicians have an intrinsic vulnerability of their own that creates 
222Terri Mizrahi, Getting Rid of Patients: Contradictions in the Socialization of Physicians. 1986, pp. 50, 
81. ~ . 
223Pellegrino, "Ethic of Trust," p. 268. 
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an environment in which mutual cooperation and trust becomes even more crucial and 
difficult. 
Trust also evolves because of the interdependence mentioned before. Ms. Pagan 
needs Dr. Rose for treatment because of her knowledge, training. Dr. Rose also happens 
to be the physician on call. Dr. Rose needs Ms. Pagan as a patient for her professional 
fulfillment, challenge, income, and continued education. 
What are the benefits to Dr. Rose if trust can be established? Like Ms. Pagan, the 
physician will benefit from reduced complexity. She will waste less time concerned with 
her physical safety or wondering whether she should be skeptical about what the patient 
tells her in the history. She will not have to check and recheck facts. An attitude of 
trusting will reduce her distress and allow her to better focus her mental energy on the 
medical issues at hand, instead of worrying about the interpersonal dynamics. 
Furthermore, an attitude of trust may have a therapeutic benefit. A therapeutic trust may 
help Ms. Pagan to act according to a higher behavioral expectation as established by the 
physician. Instead of falling to low expectations that arise from mistrust, Ms. Pagan 
would be more encouraged to tell the truth. Dr. Rose would encourage her to be more 
cooperative in the interaction and to act in a trustworthy manner generally. 
By trusting Ms. Pagan, Dr. Rose increases the likelihood of obtaining complete 
and accurate information about the patient's situation. A certain minimum of trust is 
necessary for gaining knowledge. In a completely hostile, mistrusting environment, one 
would be foolish to hope for a productive exchange of information that would benefit the 
clinical encounter. 
An overview of historical codes has helped us to parse out what the patient can 
appropriately trust in the physician. What can the physician appropriately trust in the 
patient? The physician should be able to establish and trust that the patient does have a 
reason to need or desire the sick role. These motives may not be pure. Some patients 
need the physician to cure or care for their illness. Some patients need the physician for 
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workman's compensation, or to provide an excuse to miss school. Some may have other 
reasons for malingering. Some may have mental illness in the form of a somatic disorder. 
In any case, the patient perceives a need for the physician, legitimate or not. The mores 
of the profession tell the health care professional what to do in many of the questionable 
situations. However, when the patient comes looking for help that the doctor simply 
cannot provide, the answers are usually far from clear. 
Out of the predominant patient desire to get well, the physician can expect some 
level of compliance. However, patients who have complex motivations in seeking health 
care limit the physician's expectation. This group includes patients who receive strong 
benefits from the sick role. They may be less willing to comply with the physician's 
recommendations. 
In most instances, the physician and patient each have a different definition of 
compliance. Some patients come expecting only to be bandaged up. They know that they 
will leave the emergency department and ignore medical advice about medications and 
avoidance of dangerous behaviors. This can be especially frustrating for the physician 
who feels that she is wasting her time with a patient who has a very different vision of her 
own best interests. Through open discussions about diagnosis, prognosis, and what each 
mean to both physician and patient, the two can reach maximized mutual understanding 
of the goals of their interaction. With a common vision of the goals, compliance by the 
patient will be more likely. 
The physician should also be able to trust a certain level of truth telling on the part 
of the patient. The level may depend upon the patient's complex motivations involved 
with the sick role. If the doctor believes the claim that "you shouldn't trust a word the 
patient says," the entire interaction between physician and patient would then simply be 
reduced to physical exam, lab values, and diagnostic imaging. However, in an 
environment of complete distrust, none of these tests would occur at all. An attitude of 
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complete mistrust of the patient's story vitiates the being and purpose of the physician- 
patient encounter and relationship. 
Given the complex attitudes toward trust that Ms. Pagan and Dr. Rose each 
possess, how can they maximize trust in their interaction? The players in this case 
already have many obstacles to trust that cannot be remedied for the present relationship. 
However, they can be understood and addressed. On behalf of relationships that are yet 
to be established, one would want to do more to protect childhood environments. Greater 
attention to difficult social environments may help to prevent assault to trust like the one 
Ms. Pagan suffered. Similarly, some accidents are inevitable, but preventing some kinds 
of injuries and deaths would lead to a safer, more secure environment. If her brother had 
not died a premature death, Dr. Rose might have a more trusting attitude toward the 
world around her. 
Besides baseline psychological characteristics, improving trust involves 
decreasing the barriers of entry into a trusting situation. For Ms. Pagan, this involves 
ensuring that she has access to safe, reliable, and affordable health care. The state, city, 
and hospital will provide her care because the Medicaid safety net covers her. 
To maximize trust, a health care center must minimize errors and provide efficient 
service. A hospital or clinic should use new technology to reduce lab and ordering errors. 
Computers can check prescriptions and ensure that the physician wrote what she meant to 
write. Computerized charts may minimize human errors due to handwriting difficulties. 
These are only a few of the possible ways in which the health care environment can 
change to increase efficiency and safety. By maximizing beneficial outcomes, patients 
will have an increased reason to trust in the health care system. Also, the media will have 
fewer dramatic, horrible cases to report. However, some tragedies are unavoidable. 
Dr. Rose has little choice about entering into this relationship. She is the intern on 
call, and this is the next patient. Previous relationships, experiences, and the competing 
level of work and responsibility will affect her attitude toward this relationship. To 
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minimize the barriers to trust, the on call system must be organized to allow housestaff to 
concentrate on the patient they are admitting, without constantly worrying about the 
venipuncture that they will have to do as soon as the encounter is over. Housestaff need 
to be able to admit and efficiently cover many patients at the same time. However, at 
times the burden and fatigue become so great that the physician dreads the arrival of a 
new patient. These young physicians turn away from what brought them into the 
profession in the first place. Creative systems with efficient cross coverage can relieve 
some of this burden. Such systems enable the physician to approach new patients to help 
them and learn from them without wishing to "get rid of them."224 
Another method for improving the environment for trust is basing the relationship 
between two individuals who share common values and belief systems. Ms. Pagan and 
Dr. Rose already come from opposite sides of the track in terms of race, ethnicity, 
socioeconomic status, and professional status. The only basic characteristic that they 
share is their gender, which could provide a major foundation for their interaction. An 
environment that is most likely to make Ms. Pagan feel comfortable would include health 
care workers and physicians from New Haven, with similar backgrounds and experiences. 
Dr. Rose cannot fit that bill currently. However, by learning about the cultural reality of 
New Haven, Dr. Rose can improve her ability to understand her patient's situation. She 
can understand Ms. Pagan not only in terms of the medical facts but in terms of the day- 
to-day difficulties that she has to face as a disenfranchised minority woman in the city. 
To maximize the development of trust between the two women, one might suggest that 
Ms. Pagan has a similar responsibility to understand her health care worker. This may be 
asking too much from the patient. Health care systems that are truly representative in 
224Mizrahi, p. 35. Mizrahi describes the complexities of the socialization process of internal medicine 
residency training and the negative impact that such training has on the physician-patient relationship. 
Many factors, including the high patient load, the stressful environment, the conflicted norms of the 
profession, and cost-containment, cause residents to develop a "GROP orientation." With such an 
orientation, the organizing principle of residents' everyday life, regardless of service or population, becomes 
to "get rid of patients." 
. 
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race, gender, and socioeconomic experience would accomplish much to foster trusting 
environments. This should be the focus of change, not the individual patients themselves. 
Beyond these many systemic factors, what can Ms. Pagan and Dr. Rose do to 
improve trust between them? Communication now becomes essential. Despite Dr. 
Rose's fatigue and time constraints, she must maximize her facilitative gestures and tone 
to elicit the best responses from Ms. Pagan. She must ask the right questions to provide 
her with the information that she needs to do her job. She must also elicit and attend to 
Ms. Pagan's concerns. The doctor must focus on the patient as an individual with an 
illness, not just "the cellulitis in bed C." Dr. Rose must be clear with her assessment of 
the situation. This directness should reduce Ms. Pagan's fears and sense of ambiguity 
about her care. 
For a maximally trusting situation, Ms. Pagan must be truthful and answer the 
questions asked of her. She must be forthcoming in answering questions accurately and 
as completely as she can. If both women efficiently share the important information, they 
can reduce uncertainty. They can also develop a common understanding of the goals of 
their encounter. The crucial information should include symptoms, history, diagnosis, 
prognosis, treatment options, and the values that impinge upon the decision making of 
both parties. In a situation of reduced ambiguity, the women are more likely to trust each 
other. 
What conditions maximize truthtelling? On one side, confidentiality and 
physician-patient privilege protect all patients. These considerations should allow the 
patient to be forthcoming and truthful about her situation, even if there may be illegal 
aspects of her behavior. However, if a patient feels that the doctor will react with horror 
and shame if she discloses her drug use, then the patient will be reticent. Despite 
physician-patient privilege, the particular personal interaction may affect on the level of 
patient disclosure. Behavior that discourages open communication must be minimized. 
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On the other side, the patient expects truthtelling from the physician. Ethical and 
legal guidelines exist to encourage full disclosure of all the risks and benefits associated 
with a diagnosis or treatment. However, some fear that third party interference into the 
physician-patient dyad may alter how the parties disclose information to each other. The 
patient may want to alter the truth about her situation to improve the chance that her 
insurer will pay for her treatment. Similarly, the physician may misrepresent the situation 
to the payer to maximize the chance that she will pay the bill. However, sometimes these 
lies and inaccuracies get back to the patient and confuse her diagnosis. One patient 
committed suicide because her physician had written "brain tumor" on the insurance 
claim form to justify a screening CT scan for her lung cancer.225 Even if a physician tries 
to avoid such tragedies by explaining her gaming strategy, the patient may lose trust in the 
physician. She may think, "If the doctor can lie to the insurer, how do I know she won't 
lie to me?" 
The system must maximize incentives for truthtelling for both physician and 
patient. Besides the strong moral impetus, the concrete benefits of open and honest 
communication should justify attempts to focus on the truth. These benefits include 
maximizing therapeutic options and minimizing confusion regarding appropriate care. 
Another factor that increases the incentives for trust is initiating the relationship 
when stakes are small. This case study does not involve an emergency. However, if 
Ms. Pagan had approached Dr. Rose for a physical exam in the outpatient setting, they 
probably would have more time to become acquainted and establish a relationship over 
time. Currently, they will become acquainted intensely over the hospitalization. If Ms. 
Pagan were suffering from an acute, life threatening illness, Dr. Rose would need to focus 
on the strict medical considerations. At such times, the foundations for a lasting trusting 




relationship would be secondary considerations. Initiating relationships when the stakes 
are lower allows a deeper level of personal acquaintance, which is more likely to grow 
into trust. 
The foundation for trust will be even stronger if the patient and physician share 
long term interests. If Dr. Rose and Ms. Pagan know that they will never see each other 
after this hospitalization, then they have little reason to invest in the relationship during 
this encounter. They will each focus in a limited way on what they need from the other 
person. Then they will part. However, if Dr. Rose knows that she will become Ms. 
Pagan's primary care taker upon discharge, then the doctor has more reason to focus on 
Ms. Pagan's full story. She can incorporate broader information about the patient's 
medical and social history. She has an incentive to learn more about the patient's habits, 
vices, and obstacles to good health because she will share these concerns with Ms. Pagan 
for the long run. Conversely, if Ms. Pagan knows that Dr. Rose will be her doctor, then 
Ms. Pagan will have similar incentives. Ms. Pagan will invest more time in deciding 
whether she likes Dr. Rose enough as a clinician to maintain their relationship. Ms. 
Pagan will also have more of an incentive to tell the doctor the truth about her medical 
and social situations. The shared long term interests may also increase Ms. Pagan's 
willingness to comply with Dr. Rose's recommendations. If she knows that she will have 
to face the doctor and repeatedly hear about the need to take medicine properly or the 
need to quit smoking, she may have more reason to comply with the physician's 
recommendations. Through such compliance, the patient can avoid the repetitious 
exhortations of her caretaker. 
Of course, both parties can terminate the relationship at any time. The only formal 
ethical and legal responsibility in such cases falls to the physician. She must find an 
alternative provider for the patient or risk charges of abandonment. However, one might 
say that even the patient has an obligation to the physician to tell her why she will not 
return to her office. The duty here is much weaker than the physician's when the 
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physician-patient relationship ends. However, there are two parties in this relationship, 
and trust is a two way street. Both parties actively contribute to the start of the 
relationship and its maintenance. This suggests that they owe each other certain common 
courtesies when the relationship ends. The perception of and history of trust within this 
relationship will contribute to all future physician-patient relationships in which these 
individuals involve themselves. The quality of the resolution may have an impact on 
future trust building. 
Finally, one crucial contributor to building trust is a good outcome. As alluded to 
before, patients seek physicians or hospitals with strong histories of producing good 
results. However, whether this relationship continues depends upon whether Ms. Pagan 
is satisfied with the outcome of Dr. Rose's care. A good outcome may overwhelm other 
factors that would otherwise cause Ms. Pagan to terminate the relationship. 
Each patient weighs these factors differently. Still, health care workers and 
systems must remember the importance of all of these contributors to trust. The quality 
of the future medical relationships depends upon how well the doctors, nurses, 
administrators, payers, and patients attend to the aspects that encourage trust. 
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Chapter 8: Conclusions and Recommendations 
Over the centuries, physicians have written that trust is the crucial bedrock of the 
physician-patient relationship. Historically, a robust notion of trust evolved. The patient 
could trust that the physician would be there for him and work courageously on behalf of 
the patient's best interests. As Stanley Joel Reiser notes, trust is "so essential to the 
conduct of a medical relationship."226 Because it is a fiduciary relationship, "Mutual trust 
and confidence are essential."227 The thick trust between physician and patient involves 
something closer to the moral good that one finds by trusting a friend or family member. 
As Worthington Hooker described, "He [the patient] calls into exercise not only the 
scientific acumen of the physician, but mingled with this, the sympathy of the 
confidential friend."12^ 
Despite the robust notion of trust in the physician-patient relationship, historical 
texts provide modern physicians with little concrete way to analyze the components of 
trust and factors that improve its conditions. Despite strong historical traditions regarding 
the connections between best interests, nonmaleficence, and trust, today's medical world 
provides novel challenges to the physician-patient relationship. Technology, the changes 
in American culture and values, and the changes in health care delivery combine to force 
altered expectations on physicians and patients. Is trust applicable in today's 
environment? 
This thesis explored the applicability of trust in the twentieth century physician- 
patient relationship. Despite Veatch's suggestion that trust is an "incoherent" concept in 
226Reiser, "Codes," p. 79. 
227Am Jur2d, SS 166, p. 298. 
228Worthington Hooker, Physician and Patient; or A Practical View of the Mutual Duties, Relations and 
Interests of the Medical Profession and the Community. 1849, p. 384. 
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professional relationships, trust remains a necessary and crucial part of the medical 
interaction. Veatch defines trust in a limited way, arguing that trust depends upon a 
particular access to knowledge (namely, the best interests of patients) that physicians do 
not have. This thesis has shown that the relationship between trust and knowledge is not 
so simple. In order to gain knowledge, some fundamental level of trust must exist. 
Although it may be impossible for physicians to fully ascertain the patients' best interest 
even through rigorous conversation, much of the trust that arises in the physician-patient 
relationship arises from the inherent vulnerability of patient and physician, who both need 
to act despite the limits of knowledge, both of medical and value information. The 
healthiest vision of trust arises not from a limited definition of trust as a matter of being 
able to describe the patients' best interest. In the ideal trusting physician-patient 
relationship, both parties accept the limits of knowledge and focus instead upon the 
human process that the physician and patient should together engage in to discuss and 
understand the values that color each medical decision. As with any other profession, 
there is an "empirical inevitability of trust" arising from the vulnerability of the patient to 
the physician's knowledge and power.229 However, an inherent vulnerability is 
characteristic of both the physician and the patient, though distinct in type. Both can 
make contributions to the relationship, and both take risks by participating, even if very 
different types of risks. Given this broader view of the physician-patient relationship, 
Veatch's limited definition of trust ignores many of the subtle though crucial factors in the 
relationship. At the same time, an over-romanticized vision of trust creates unfair 
expectations. Trust is still crucial in the physician-patient relationship, but only if it 
functions within realistic parameters. 




Veatch also anchors his argument in the claim that physicians cannot present facts 
in a value-free manner. The vision of trust in the physician-patient relationship presented 
in this thesis does not depend upon a value-free presentation of scientific fact. Actually, 
it depends upon an open discussion of values between physician and patient as clearly as 
these considerations can be articulated. Physicians have perspectives and values that 
affect each decision that they make, tainting every discussion with a patient. The 
imperatives and values of the medical profession are major reasons why patients go to 
physicians in the first place. 
As elaborated in the previous chapter, trust is important for both physician and 
patient in terms of reduction of complexity and decreasing psychological stress. Trust 
may also have therapeutic benefit for encouraging trustworthy behavior, improving the 
environment for communication, and perhaps improving the medical outcome by 
increasing the placebo effect. Trust also improves the conditions for gaining knowledge 
because a baseline of trust is crucial to learn new information. 
Given the firm importance of trust, what is an appropriate vision of trust between 
patient and physician in the current milieu? On the basis of findings from earlier 
chapters, the strongest covenant models of medicine are simply not realistic in the late 
twentieth century. According to such models, medicine is a calling. Ideally, dedicated 
physicians devote their lives solely to their patients. Although many physicians never 
reached this noble aspiration, such an ideal is simply untenable in the late twentieth 
century. Unrealistic goals create expectations that will be disappointed^When a 
physician fails to reach high patient expectations, trust in the relationship suffers. It is not 
that physicians are a less trustworthy group than their predecessors. Changes in the 
physician-patient environment create new contingencies upon which physician and 
patient must alter their behavior and expectations. This does not mean that trust is an 




Trust in the physician by the patient involves the following: 
1 Inherent vulnerability 
2 Inherent interdependence 
3 Best interests. Despite the limitations in the concept, this is still a crucial focus for 
motivating action within the physician-patient relationship. 
4 Beneficence, a judicious weighing of benefit and harm according to overall best 
interests. Such weighing can maximally create a "right and good healing action."230 
5 Nonmaleficence, avoidance of harm where possible 
6 Truthtelling according to modern disclosure standards 
7 Competence 
8 A reigned in vision of confidentiality in the information highway era 
9 Reduced conflict of interest and disclosure of those that are unavoidable 
10 Knowledge. Trust can enable the physician to help the patient to give meaning to 
his illness and suffering. According to Howard Brody, a physician can maximize 
"healing by symbolic means" when the meaning of illness is altered in a positive 
direction.231 The placebo effect employs this mechanism. 
11 Power. Through the interaction of trust and power, physicians can enhance the 
ability to achieve the desired outcome. 
Clarifying Comments 
Recalling Fox's findings regarding medical certitude, one can analyze the 
contributions of knowledge and power to trust. The important air of certainty has other 
230Pellegrino and Thomasma, pp. 155-68. 
231Howard Brody, Stories of Sickness. 1987, p. 6. 
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important functions within the relationship. A physician still learns that a patient will 
trust him because he appears more knowledgeable and, therefore, worthy of such trust. 
Closely related to this questionable notion is the idea that much of the healing process 
that occurs within the context of the relationship depends upon the power of the 
physician. Many have interpreted the need to preserve such power as a justification for 
portraying certainty, even when there is little basis for such a portrayal. One example of 
this is the AMA Code of Ethics of 1847. Suppose two physicians disagreed about what 
was appropriate in a certain medical matter. The 1847 Code demanded that "neither the 
subject matter of such differences nor the adjudication of the arbiters should be made 
public, as publicity in a case of this nature may be personally injurious to the individuals 
concerned, and can hardly fail to bring discredit on the faculty."232 Jeffrey L. Berlant has 
interpreted this position as a highly monopolistic attempt to deny the public knowledge of 
scientific controversies. This would "reduce the probability of public criticism and 
consumer organization."233 The increased use of secrecy was an attempt by the 
profession to maintain public trust by maintaining a certain level of ignorance. The 
profession believed that this was only possible through perpetuating the supposed 
certainty of existing medical knowledge. 
Howard Brody's analysis of power is useful in dissecting the relationship between 
trust and knowledge.234 He describes three forms of power. The first is Aesculpian 
power, which refers to the power the physician possesses by virtue of his "training in the 
discipline and the art and craft of medicine." It arises from the healer's possession of 
knowledge of a "body of obscure and complex facts and theories, a variety of practical 
232American Medical Association, "First Code of Medical Ethics," reprinted from Proceedings of the 
National Medical Convention 1846-1847, Reiser, Dyck, and Curran, p. 33. 
233Jeffrey L. Berlant, "From 'Medical Ethics and Monopolization,'" in Reiser, Dyck, and Curran, p. 60. 
234Howard Brody, The Healer's Power, 1992, pp. 16-19. 
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skills for manipulating instruments and body parts, and the experience in the application 
of this knowledge and skill in a range of practical settings." It also derives from a 
knowledge of and experience with the psychology of illness. 
Brody then describes "charismatic power," which is based upon the physician's 
personal qualities and cannot be transferred to others who may acquire medical 
knowledge and experience. This power depends upon such qualities as "courage, 
decisiveness, firmness, and kindness." Individual character is key to charismatic power. 
Charismatic power is one way to think about the individual trustworthiness of physicians. 
The third type of power is "social power," which arise from the social status of the 
physician. This depends upon the contract that society makes with the medical profession 
that gives the "profession the authority to determine what counts as medical knowledge 
and medical truth." Physicians employ such power in "sick role" determinations in 
deciding who is sick enough to stay home from work or school. 
The physicians who wrote the 1847 Code of Ethics may have assumed that 
monopolizing Aesculpian power, which is based on technical knowledge, would ensure 
social power. The profession was, at the time, attempting to solidify its superior position 
above other healers. However, the relationship between knowledge and power is 
different because of the technological and knowledge boom of the twentieth century. The 
knowledge base of medical science is vast, involving many specialized components. 
However, on the whole, lay people today are much more sophisticated regarding medical 
information. Yet, the limits of medicine are also quite apparent. If physicians try to 
maintain Aesculpian power in areas where such knowledge is uncertain, a knowing public 
will be more suspicious. This threatens the social power that the profession so holds so 
dear. If the public believes that physicians are not being truthful in disclosing the limits 
of medical knowledge, then charismatic power will suffer as well. Without accurate 
presentation and discussion of medical information, the power that a physician depends 
upon for healing diminishes. Patients will suffer the consequences as well. 
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Therefore, physicians and patients must reach toward a high level of conversation 
regarding diagnosis, prognosis, risks, benefits, and limits of knowledge regarding each 
case. Brody's transparency model, in which a physician discloses his thinking to his 
patient, is a useful ideal.235 Optimally, the patient would also share his thinking and 
feelings regarding his situation. 
A further danger in balancing presentation of knowledge with trust is that 
arrogance lowers the ratings of trustworthiness in individuals. This has specifically been 
shown to occur with physicians.236 Although the arrogance did not affect the ratings of 
competence, the subjects in one study indicated that they would be less likely to follow 
the advice of a more arrogant person. 
Trusting the Patient 
Trust in the patient by the physician involves the following: 
1 Inherent vulnerability 
2 Inherent interdependence 
235Brody, "Transparency," p. 19. 
236R.J. Lajoy, The Effects of Arrogance and Expertise on the Communications of Physicians and Auto 
Repairmen. Doctoral Dissertation, University of Connecticut, 1975, cited in Rotter, "Interpersonal,", p. 5. 
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Physicians can trust and encourage motivation of the patients toward: 
3 Truthtelling 
4 Compliance 
5 Attempting to understand and work towards one's best interests. This should 
apply in cases of acute and chronic illness. 
Clarifying Comments 
As suggested in the previous chapter, patients are not the only ones who are 
vulnerable within the physician-patient relationship. Physicians have legal, emotional, 
and physical vulnerabilities. Although the knowledge and power of the physician create 
inequalities in the degree of vulnerability, physicians and patients both have inherent 
vulnerabilities that form the basis for a two-way trust. 
Regarding the trust a physician should have in the patient, one might say that it is 
unfair to place responsibility upon the patient in times of illness. Perhaps a physician 
should not expect compliance, truthtelling, and an effort to maximize one's situation. The 
patient needs all the power, support, care, and benefits of trust at such times. However, 
trust within a relationship is based upon shared vulnerabilities. Sometimes the level of 
vulnerability is unequal. Such is the case when an infant depends upon his parents. 
However, in well functioning physician-patient relationships between conscious adults, 
trust builds upon foundations of evidence, character, and the quality of the interaction. If 
the patient trusts the physician, then the healing action can occur, but only go so far. If 
the patient and physician develop mutual trusting attitudes of expectation, then the 
healing and personal interaction can go further. By removing obstacles to and 
encouraging patient truthtelling, compliance, and working towards one's own best 
interests, the benefits of trust will more likely occur. 
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Trusting Each Other 
Physicians and patients should trust each other to: 




When focusing on what individuals can do to improve the environment for trust, 
one must attend to baseline psychological factors. The societal debate about family 
values continues to rage. However, encouraging home environments that are stable and 
safe should allow children to develop healthy and appropriate trusting attitudes. The 
ability and willingness to trust develop at a young age and may carry through life. 
Trusting relationships in adult years depend upon earlier experiences. The factors 
involved with improving home environments are extremely complex. However, they are 
a site for improvement that can eventually affect multiple other relationships, including 
the physician-patient relationship. Society must continue to work toward effective job 
security, day care, and flexible ways to allow productivity without disrupting the home. 
Efforts to reduce violence in the streets, in the schools, and in the home must continue. 
These are only a few examples of the multiple areas that need to be addressed. 
To participate in a trusting relationship, an individual must have access to 
situations of risk and vulnerability through which trust can develop. Beyond the baseline 
existential trust, individuals can elect to place themselves in situations of risk. A patient 

127 
can only elect to go to a physician if he has a certain access to the health care system, 
unless he depends completely upon emergency care. Trusting relationships in the health 
care system depend upon access to that system. Efforts to improve access to the health 
care system without devastating the patient financially must continue. Whether through 
universal access, expanded Medicare/Medicaid or managed care, access must be 
expanded. Over 37 million uninsured people in the United States is an unacceptable 
figure.237 As Easterbrook suggested, trust will be greatest when the decision to 
participate in cooperative activity is voluntary, without coercive restraints on 
participation. This suggests that the recent emphasis on patient choice in selecting health 
care providers or plans may in fact have an impact on the quality of the interaction. A 
patient who goes to a provider because of limitations placed on him by his employment 
plan may be less willing to trust that physician than one that the patient selects himself. 
Individual patient selection of plan and provider is important to the quality of the 
physician-patient relationship. 
A trusting physician-patient relationship is more likely to flourish when the 
provider and patient share common values and belief systems. However, even if the 
participants are not from similar gender, religions, ethnic groups, or races, the physician 
and patient can make a difference by trying to understand each other's values and 
experiences. The patient will appreciate the effort that the physician makes to understand 
his situation, and the patient may be more willing to be open and trusting in the 
relationship. Cultural and values education should be encouraged and improved on the 
level of medical school and residency training. 
When initiating a physician-patient relationship, trust is more likely to flourish 
when the participants meet each other when the stakes are small. As the risks and 
consequences rise, the participants focus more upon minimizing harm instead of upon 
237Bovjerg, Griffin, and Carroll, p. 141. 
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what is necessary for developing an authentic trusting relationship. Incentives must 
encourage the establishment of relationships with primary care physicians when the 
patient is well, instead of using times of crisis, like an inpatient admission, as 
opportunities to feed patients into the system. When a patient is admitted, the patient's 
primary care physician must be notified and involved in the care. The doctor with the 
longer relationship can provide the inpatient physician staff with invaluable information 
regarding the patient's history and values. 
The trust between physician and patient is also more likely to flourish when the 
individuals share long term interests. If the provider knows that he will only see the 
patient once, then he will be less likely to engage in more complex communication and 
interaction that would lead to more complete trust. The same holds true for the patient. 
Providing for continuity between inpatient and outpatient settings will facilitate the sense 
of shared long term interests. The outpatient provider should follow and contribute to the 
patient's course while hospitalized. Incentive systems should be structured to encourage 
such continuity. 
The physician and patient will most likely develop a trusting relationship under 
circumstances of open and honest communication. Physicians and patients can facilitate 
the quality of the communication through gestures, tone, and excellent listening skills, 
although the impetus lies with the physician to initiate and guide such quality discussions. 
A patient should not have to depend upon himself to ask questions to learn information 
about diagnosis, prognosis, treatment options, and the physician's opinion. Transparent 
sharing of values and impressions of the health care decisions can reduce ambiguity, 
which facilitates trust. Courses in communication for health care providers should be 
encouraged and assessed for effectiveness. 
Both physician and patient should focus on truthtelling in their conversations. 
Physicians must attend to the legal and ethical standards of the profession, and patients 
must understand the benefits that arise when a physician has a clear comprehension of the 
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patient's circumstance. Physicians must also focus on the experiences of such physicians 
as Cabot, and appreciate that the power of the healer is maximized when physicians 
realistically present medical information. A facade of certainty destroys trust when the 
patient can see through the charade. Patients are only becoming more sophisticated in 
their abilities to understand the limits of medical science. A transparent and truthful 
conversation about medical care that exposes patient and physician knowledge and values 
will maximize trust. 
Profession 
At the level of the profession, the factors that encourage and ameliorate trust must 
be a focus of policy making. Despite the inherent problems in the notion of "best 
interests," many patients still depend upon the centrality of best interests in their 
physician's considerations. Decisions made by major professional organizations have 
displayed the confusion of the profession in how it wants to balance self-interest with the 
patients' interests. A few years ago, the Council on Ethical and Judicial Affairs of the 
American Medical Association, one of the most influential medical organizations in the 
country, recommended a strong policy discouraging physicians from referring patients to 
health care facilities outside their office practices at which they have an investment 
interest in the facility, known as a self-referral. Part of the rationale behind a strong 
prohibition of these financial arrangements was "the important symbolic significance" of 
the conceptualization of the physician as a professional and not as an entrepreneur, based 
upon the professions "unique ethical traditions."238 The AMA adopted this policy at a 
national policy meeting in December of 1991. However, the organization softened the 
policy after a delegate vote in June of 1992 because some physicians argued that all 
238Council on Ethical and Judicial Affairs, American Medical Association, "Conflicts of Interest: Physician 
Ownership of Medical Facilities," JAMA, 267, 1992, pp. 2366-69. 
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doctors were being hurt by the discouraging of self-referrals but that only a few were 
abusing the practice. The new policy said that self-referrals were ethical, as long as 
physicians informed their patients of the conflict of interest and about alternative sites for 
receiving care.239 Many were dismayed by the change of heart. A member of the ethics 
council, Dr. Robert J. McQuillan said, "We in medicine have much more to lose than just 
some financial investment, just some money involved in the issue. I believe we have the 
possibility of losing our credibility."240 By the end of 1992, the AMA delegates again 
reversed their position, adopting guidelines that state, with certain exceptions, that a 
physician should not refer patients to an outside facility if the physician has an investment 
interest in the facility.241 Arnold Reiman, the former editor of the New England Journal 
of Medicine believes that "if physicians continue to allow themselves to be drawn along 
the path of private entrepreneurship, they will increasingly be seen as self-interested 
businessmen and will lose many of the privileges they now enjoy as fiduciaries and 
trusted professionals."242 With the increasing corporate nature of health care, the 
profession should stand unified on maintaining the fundamentals of trust as cherished by 
the public. As Reiman puts it, "The first step must be to gain a firm consensus on what 
we value in health care and what kind of a medical profession we want." With 
indecisiveness by major professional bodies, it is no wonder that the public opinion polls 
display a lack of faith in the profession. 
239Lyons, p. 455. 
240"A.M.A. Eases Policy on Self-Referrals," New York Times. June 24, 1992, p. A16. 
241B. McCormick, "AMA reverses self-referral stance," American Medical News. 35 December 21, 1992, 
pp. 1,25-26. 





Although individuals are the constituents of trusting interpersonal relationships, 
the systems through which the individuals interact deeply affect the conditions of trust. 
Physicians and the public alike must attend to how health care systems provide for and 
encourage trust. 
On the side of the physicians, how can the environment be most favorable for 
allowing providers to attend to trust? Young physicians face great financial debt and the 
threat of frivolous malpractice suits. "How can physicians heal anyone else when they 
feel so sick at heart that they cannot heal themselves?"243 Systems must focus on these 
threats and relieve the pressures of debt, lawsuits, fatigue, and anxiety where possible. 
Busy hospitals must provide adequate coverage for physicians so that the physicians can 
appropriately attend to the needs of the patient in question, instead of worrying about the 
many patients who sit in the waiting room. In clinic settings, cost concerns create time 
pressures and incentives to see many patients in less time. Although efficiency does not 
necessarily compromise quality, many worry that quality will suffer for the sake of 
quantity of patients. 
To merit trust of patients, health care systems must maximize both the quality and 
quantity of favorable patient outcomes. Hospitals must use computer technology to 
create more effective data bases and easier transfer of information that can facilitate 
physicians' work. Given the rapid changes in health care delivery, quality assessment will 
provide evidence upon which patients can trust in physicians and health plans. According 
to Dr. David Eddy, in the past, physicians have said, "Trust us and pay us... What we're 
trying to do is make up for about two millennia of failure in measuring quality."244 
243G. Timothy Johnson, "Restoring Trust Between Patient and Doctor," New England Journal of Medicine, 
322, 1990, p. 196. 
244Martin Gottlieb, "Picking a Health Plan: A Shot in the Dark," New York Times, January 14, 1996, 
Section 3, pp. 1, 9. 

The profession must be involved in such quality assessments. David Mechanic 
writes about the importance of physician self-regulation. "If physicians are to retain the 
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public's confidence, they must take responsibility not only for providing good care to their 
own patients but also for the profession of medicine as a whole."245 He also suggests 
that the profession should do more to develop "nonmonetary reward systems that 
recognize outstanding practice." 
As health care organizations make attempts at cost-cutting and rationing more 
explicit, patients will grow more suspicious of physicians as employees of HMOs. The 
primacy of the patient's best interest, although never a pure consideration historically, will 
diminish in the face other conflicts. These include a "conflict with the limits set for the 
broader social good, the organization's good, and physician's own good."246 Best interests 
have been such a major facet of trust in the physician that the continual challenge to these 
interests will only cause more severe damage to trust. The issue right now is that many 
new enrollees of HMOs do not appreciate the depth of these conflicts. Many still expect 
that the physicians are only concerned about the patient’s health and not limiting the 
plan's cost.247 However, physicians currently lack "legal guidance on how to balance 
their duties to their patients and their contractual obligations to managed care 
organizations."248 
Other difficult issues are quickly developing as various organizations evolve. 
Some challenges strike at the very heart of fidelity between physician and patient. 
245David Mechanic, "Public Perceptions of Medicine," New England Journal of Medicine. 312, 1985, p. 
182. 
246Susan M. Wolf, "Health Care Reform and the Future of Physician Ethics," Hastings Center Report, 24, 
no. 2, 1994, p. 33. 
247David Mechanic, "Trust and Informed Consent to Rationing," The Milbank Quarterly, 72, no. 2, 1994, p. 
220. 
248Alice G. Gostfield, "The Legal Subtext of the Managed Care Environment: A Practitioner's Perspective," 
Journal of Law, Medicine & Ethics, 23, 1995, p. 230. 
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Because the plans limit patient care in certain circumstances, physicians are obliged to 
accurately portray the plans' boundaries. However, if other alternatives exist outside of 
the plan or if the physician disagrees with the policy or its application in an individual 
case, one might think that it would be crucial for the physician to portray accurately the 
situation. Disturbingly, some plans have created provisions called "anti-disparagement" 
clauses which limit the physician's ability to criticize the plan. For example, "Provider 
shall not make and shall use his best efforts to ensure that no employee of the provider or 
subcontractor of the Provider makes any derogatory remarks regarding [the HMO] to any 
Member."249 One might call this a new type of physician gag rule. Sometimes, for 
proprietary reasons, the plan might not divulge the specifics of certain policies or 
rationales to the physicians for fear that the physicians will make "inappropriate use" of 
trade secrets or attempt to use the information to game the system to maximize their 
income or patient services at the plan's cost. Both of these trends severely undermine the 
ability of physicians to communicate and advocate for their patients. 
Another disturbing trend is the variable use of clinical practice guidelines. 
Although these guidelines are designed to reduce variation in provider performance, they 
are sometimes not used as standards of quality but as determinants of treatments for 
which the plan will pay. Such use of practice guidelines does not account for patient 
variability. Although certain procedures have shown greater benefit in most 
circumstances, and so are featured in a practice guidelines, sometimes another procedure 
may be more appropriate for a particular patient. Guidelines must allow for such 
flexibility and not become rigid instruments of unreasoned rationing. 
Even the way that physicians are paid in these new systems create new conflicts. 
Under capitated plans, physicians are paid a certain amount of money for a certain period 
of time to cover a certain number of patients. In some of these plans, the physician's 
249Ibid, p. 232. 
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income depends upon how well he manages the money, creating an incentive to 
undertreat patients. Although physicians are now expected to avoid or at least disclose 
conflicts of interest regarding self-referral, similar standards are lacking regarding 
disclosure of the conflicts of interest in capitation settings.250 
The new systems are quickly creating immense challenges to the primacy of 
patients' best interests. The public will need to become more aware of the new pressures 
on the health care dollar and limits to care. The profession will need to educate itself 
regarding these trends and take a proactive stance against policies that are direct assaults 
to the fiduciary relationship, instead of passively allowing the business community to 
reshape American medicine without check. 
Final Thoughts 
The central challenge for physicians, patients, the profession, and health care 
systems will be to balance the patients' best interests with the good of society and the 
good of the system. Trust between physician and patient depends upon the centrality of 
the patient’s best interests in the physician's calculations. Individual physicians can let the 
system determine what is in the patient's best interests, taking into account solely 
systematic considerations. Physicians can accept disparagement rules and 
inappropriately applied practice guidelines.251 However, as Woolhandler and 
Himmelstein note, "... if we shun the sick or withhold information to benefit ourselves, 
we conspire in the demise of the profession."252 
Alternatively, the physician can work continually to challenge the systems in 
which profit removes the patient from the focus of the health care enterprise. Physicians 
250Woolhandler and Himmelstein, p. 1706. 
251Ibid., p. 1706. 
252Ibid„ p. 1707. 
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and patients must communicate about the reliability, efficacy, and morality of the health 
care systems. For-profit medicine, although providing a severe threat to trust in the 
physician-patient relationship, may also provide the opportunity for physicians and 
patients to join forces in novel ways. Physicians and patients are both uniquely 
vulnerable in the world of managed care. Depending on how the parties play their hands, 
trust may suffer. However, the threat may also draw the physician and patient together 
more deeply. Such a union would allow a reconsideration of the value of the relationship, 
the value of good health care, and the value of trust in an ever-changing world. 
The need to understand the basis for trust in the physician-patient relationship is 
acute in the late twentieth century. This thesis is the beginning of a description and 
analysis of trust that can inform health care relationships. As Pellegrino writes, trust is an 
"ineradicable" component of the physician-patient relationship. However, society must 
learn how to support trust and allow it to flourish. Only then can everyone reap the 
benefits of trust to the fullest extent. 
"The most important things we entrust to others are things 
which take more than noninterference to thrive."253 
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